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Preface

Day care providers are finding more and more
children with special needs in their programs.
This trend is expected to continue as the total
number of children with special needs increases.
Numbers of children with special educational,
physical, and social-emotional needs are related
to two primary factors—the problem of sub-
stance abuse and the fact that more and more
children who previously would not have sur-
vived birth are now being saved due to the ad-
vances in neonatal intensive care in the last ten
year:. Notonly are the numbers increasing, but
the severity of the needs are increasing as well.
Maternal drug use and other conditions leading
to stays in intensive care nurseries can cause
impairments ranging from attention deficits to
severe cerebral palsy. These impairments have
long-range consequences for the child. Child
care providers are in a unique position to help
identify the special needs a child may have.

The child abuse and neglect problem is also on
therise. Notonlydothesechildren have physical
needs resulting from abuse, but they also have
some very special social and emotionai needs.
Day care is often provided to families as a way to
provide supportin times of stress and crisis. Itis
important for providers to be aware of the needs
of this population of children, and how they can
best support the child and his family.

Many working parents have children with spe-
cial needs. A great percentage of these children
are receiving day care services outside the imme

diate family. Children birth to three are usually
in day care for the biggest part of their waking
hours. Children three to five usually attend a
special education program for only three of the
nine hours (including travel time) that parer::s
usually work. The remaining six hours (two
thirds of their time) are spent in day care. Chil-
dren over five may need day care for three or
more hours per day during the school year. The
number of hours in day care can increase signifi-

cantly if parents work nontypical hours (nights,
weekends, split shifts). The great majority of
children with working parents will need full time
day care in the summer months. It is unreason-
able to think that early intervention and special
education programs thatdo not considerachild’s
day care experience/hours in programming are
meeting the needs of the whole child and his
family. Because of the relity of children’s lives
today, we cannot separate education from day
care.

The Illinois Department of Children and Family
Services requires that day care center providers
cooperate in the child’s edacational program.
Licensing regulations require that centers: a)
consult with resource personnel and consider
their recommendations in planning activities for
the child, b) develop a program plan for the child,
c) keep in close contact with parents, d) obtain
school records on the child, €) receive in-service
training that relates to the specific needs of the
children served, and f) when a facility serves 8 or
more children with special needs, the staff di-
rectly responsible for planning and coordinating
their activities should have college courses in
normal child development and working with
exceptional children. (See reprint from stan-
dards at the end of this section for a more com-
plete listing of requirements.)

This manual provides guidance on using the
consultation method to help meet the needs of
families of children in day care. This method is
not the only way to meet the needs of families and
children, nor is it the best way for all children. It
does, however, provide a framework for inter-
agency or multiple service provider collabora-
tion that is easily adapted to a variety of settings
and ages of children.




LICENSING STANDARDS FOR DAY CARE CENTERS

Section 407.26 Children with Special Needs

a. A center receiving children with special needs shall comply
with standards for all day care centers except when inconsistent
with special requirements prascribed in this Section.

b. There must be written evidence on file that resource personnel
with appropriate expertise have been consulted and their
recommendations considered in planning program activities
for children identified as having special needs.

c. Recommendations made by the resource personnel and designed
into a program plan by the resource team for the child witn
special needs shall be implemented. The resource team shall
consist of the director, direct child care staff, and registered,
licensed, and/or certified resource personnel such as physicians,
psychologists, social workers, speech therapists, physical
and occupational therapists, educators:; and other technical
and professional personnel, as indicated by the child's
special needs.

d. All program recommendations from resource persons related
to a child's special needs shall be evaluated and reviewed
at least twice a year.

e. Parents shall be fully informed and in agreement with all
procedures undertaken in relation to the child's needs.

f. when a facility agrees to accept a child with special needs
who attends school, school records shall be obtained by
the facility, and communication with school personnel and
parents regarding the child's wpecial needs and progress
shall be maintained.

g. Building and equipment shall be designed so that every child

can make maximum use of the facility as safely and as independently
ag possible.
1. The facility areas to be utilized by a child with special
needs shall be adapted as necessary to accomodate special
devices which may be required to function independently.

2. Minimum space reguirements per child with special need(s)
shall be 35 square feet.

3. h special area shall be maintained for the purpose of

providing privacy for diapering, dressing., and othet
personal care procedures.
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h. Persons rendering special professional services to these
children must be registered according to state, registratiorn
O and/or certification laws currently in effect, if applicable,
or must function under the direction of a person 30 qualified.
(see Appendix E for professions requiring license or registration.)

i. When a facility serves eight or mose children with special
needs, the identified staff person or persons directly responsible
for planning and coordinating activities for these children
shall have achieved training at the college and/or university
level which include:

1. A course that deals with normal child development;

2. A course that deals with problems and treatment of
exceptional children.

# fThe staff serving children who require special program secrvices
shall receive inservice training that relates to the specific
needs of the children served.

k. When children with special needs are served as a group,
the ratio of child care staff to the number of children
served shall be 1:4. This ratio excludes student helpers
under 18 years of age and adults who are also served in
the program.

O 1. Medical consultation and direction shall be available tc
staff. Other meaical services, such as direct medical care
to the child, shall be administration of any and all prescribed
nedicine.

m. individual records shall be made available to parents and
shall include informaticon needed to assist the staff in
planning effectively to meet each child's needs, and shall
be kept confidential. No record or porticn therecof shall
be transferred without written parental permission.

1. The individual records shall include:
a. All assessments;
b. Program recommendations;
c. Program provisions to meet recommendations;
d. Program evaluations: and

e. Program adjustments as indicated by the evaluatiouas.

2. Facilities shall make known to the parents that recorus
are available.




LICENSING STANDARDS FOR DAY CARE HOMES

Section 406.20 Children with Special Needs

a. Children identified as having special needs shall have activities

relating to those needs that are planned with parents and/or
consultants.

The~e shall be suitable space and eguipment &0 that the
child can function as safely and independently as possible.

1. Areas of the home shall be adapted as necessary if special
devices are required for the child to function independently.

2. Space neseds shall be determined by considering such factors
as age and size of the child, activity recommendation,
and ambulation problems.

In determining license capacity, children who have special
needs due to physical, mental, and/or emotional disabilities
shall be considered at the age level at which they function.
The age level at which the child functions for purposes

of determining child/staff ratios shall be determined by

the supervising agency in consultation with personnel involved
in previding care or services for the child.
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BEFORE YOU BEGIN

As you read this manual, you may have many
doubts about your own ability tc handle the
challenges involved in serving children with
disabilities in community-based child care set-
tings, or in helping others to handle them. This is
natural; doubt and anxiety usually accompany
the learning of any new set of skills, regardless of
how old or accomplished you are. The following
fictionalized case study will take you, step by
step, through the process of integrating one four
vear-old-girl withdevelopmental disabilities into
a community-based child care setting—and help
yourealize that you candoit too. This case study
should be shared with any staff members who are
going to be involved in this kind of process. It
shows the kinds of things that you—or they—are
going to be doing as you develop your own plans
for integrating children with special needs.

Although your setting, age grouping or available
resources may be entirzly different from what is
depicted here, you will find that the kinds of
questions to be asked and the key lessons learned
remain largely the same.

In a sense, everything else that follows in the
manual is designed to enable you, or those with
whom you will be working, to one day write your
own story about your own Tanika—whose name
may be Jamal, or Elizabeth, or Vicente, or Carmen.
We hope you enjoy reading the story of Tanika.
And we hope you alsoenjoy the newfound exper-
tise this manual will help you to achieve.

THE STORY OF TANIKA

| can still picture the moment the social
worker entered the room. | had just
finished repainting the cubbies, and was
mervelling ot how wellprepered | was for
my new group of four-year-olds. Now, at
the last minute, there was to he another
child edded to our enroliment.

“Tanike has some special needs,” he toid
me.

“A hendicapped child?” | asked, pretend-
ing not to be horrified.”

“She’ll be coming to your classroom three
full deys and two afternoons 8 week. The
other two mornings she’ll be in an eeorly
childhood special education class at the
public school, so it will be important to
heve ctlose communication with the staff
over there as well.”

“Close communication?” | thought to
myself. “Between me, a homemaker who
became a doy core teacher without ever
going to college, and the public school
staff, with their advanced degrees and
their fancy terminology that will probably
go right over my head?” That's what |
thought. But all | said wes, “What good
will it do her to be in our class? We've
never had o handicapped child.”

“Tanike needs to be in 8 progrem with
children who ore functioning normally. She
needs opportunities to learn language and
social skills. | told them your classroom
would be perfect for her.”

When he put it that way, it did make me
feel o little better—but underneath, lwas
still scared out of my mind. Littie did |
know thet within a year | would consider
the entrance of Tanika into my classroom
the best thing thet ever happened. Or that
thanks to her, | was going to become
confidentabout handling alikinds of things
| never knew | cauld master,

The first thing | lesrned was about lan-
guage, and | learned it thet very first day.
The sociel worker explained—in his gre-
cious, nonjudgemental wey-thet it was
better not to refer to Tanika as 8 “handi-
capped child,” but rether to say she had
developmental delays. | had never known
thet the word “handicapped” coame from
begging for money with a “cep in hand;”
once | learned thet, it was easy to stop
using that term. Foliowing are some of the
other important things thot | and my co-
workers learned during our year with
Tanika.

introduction - page 1
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Gather information from many sources, and be

sure to ask about the children’s abilities—not just

their disabilities.

OurbestsourceofinformationwasTanika’s
parents. We learned from them that her
developmentaldelaysstemmed from cere -
bralpalsy, which meant that some kind of
trauma had taken place while she was still
developing in the mother’s womb. They
explained that cerebral palsy affects each
child differently. In Tanika’s case,she had
had to undergo heart surgery, and was
generally slow to develop physicaliy and
cognitively. They also explained that she
was not yet toilet trained, did not dress
herself, and did not yet play well alone.
They also told us about the many things
that Tanika could do and how they got her
to do them—what they said and what cues
they gave her as reminders.

The first visit to the public school was not
nearly as traumatic as | had expected.
Tanika’s teacher there e#plained what
skills they would be working on, showed
me some of their equipment, toys and
material and then introduced me to the
speech, occupational, and physical thera-
pists. Eachof whom showed me esamples
of the kinds of things Tanika might be
doing with them, and told me how often
she would see them. They emphasized
that in our environment Tanika should be
encouraged to play and to do things she
liked to do—that I didn’t have to fee!like a
trained therapistwhowasconstantiy help-
ing her with a specific skill. | breathed a
sigh of relief when | heard that.

A _developmental approach_works for all

children, regardless of their cegniiive level.

In our classroom we had alivays had @
midtureofteacher-directed and free play.
e had always felt that many of the best
interactions (child-to-child as well as
staff-to-child) took place during the peri-
ods of active exploration by the children,
when we were not fucusing on specific
teacher-initiated products or tasks. e
discovered that for Tanika, these periods
of time were by far the best. She could fit
in fine when there were differentkinds ot

materials which children could touch,
move, build, transform, or talk about.
Large-group,formally structured learning
activities had always been frustrating to
scme of our children; we found they were
nearly impossible for Tanika. So we be-
came more developmental and child-cen-
tered in our approach, with teachers act-
ing more as facilitators and less as in-
structors, and providing structure and
support for those individual children in
need of it (such as Tanika), while standing
back from those who were capable of
movte independent activity.

iewereamazed to see that children of all
ability levels benefited from this evolu-
tion in our format.

Structure success into your routines, your
environment, and your materials,

Tanika did not seem to get the hang of
washing her hands—until we discovered
inadvertentiy thatif she watched eight or
ten otherchildren do it, then she would try
to do it. From that day on, part of her
routine was to come to the sink first and
watch everyone else wash their hands be-
fore lunch; then she would wash hers.

Because lanika tired easily, we ..eated a
quietcorner with stuffed animals and pil-
lows and gave it a name-the Soft Spot.
She waesn’t ysually able to monitor her
own fatigue and go there herself, so staff
would suggest to another chiid at certain
times to “do something quiet with Tanika
in the Soft Spot.” This made for a more
balanced environment for all of our chil-
dren, and she v'as by no means the only
one who used the Soft Spot.

We reorganized our shelves so that the
toysandmaterialsTanika seemed *o gravi-
tate toward werein the easiest places for
her to reach. We also found that she got
very confused if things were not put cen-
sistently back in the same places. Her
presence thus stimulated us t keep our
cabinets and shelves much more orgen-
ized than everbefore,andit proved to be
beneficial for many children, and even for
the afternoon stsff, who used to complain

introduction -‘page 2
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a lot about not being able to find things
after we got through with them In the
morring.

Adapt the environment and materials.

We lowered the shelf and coathook In
Tanika’s cubby so that she could learn to
put things on the shelf and hang up her
coatlike nther children. We boughtaplate
with a suction cup on the bottom so that
she wouldn’'t knock the food off the plate
in trying to use her utensils. We added a
footrest to achair forher,after the physi-
cal therapist explained that it would be
better not tc have her short legs dangling
above the floor. With this improved posi-
tioning, we observed that her ability to
focus on eating and also on other teble
activities was greatiy improved.

We added simpler puzzles to our collec-
tion, including some of the wooden kind
withknobs on the pleces. You’'dbeamazed
how many of the higher-functioning chil-
dren also play with these, perhaps ot
moments when they wanted to feel com-
petent and weren’t In the mood to be
challenged.

While other children might build eloborate
structures with blocks, we began to cori-
sider it perfectiyalirightif Tanika’s activ-
ity was to take blocks off the sheif--and
then put them back on the sheif.

Use task analysis to help children learn
new skills—and concentrate on functional
skills first.

The term “task anaiysis” simply means to
break any routine into its various steps.
With Tanika, some of the steps in “putting
on and toking off coat” were the follow-
ing: Take coat cffhook; arrange iton floor;
put arms Iin sleeves; put arms over head,
etc. We would not frustrate her by “drill-
ing” on these when she might be playing
with blocks or fingerpainting, but would
encourage her to work on them when it
was appropriate and she was motivated
to try them. ie. when we were getting
ready to go outside. e would not pres-
sure her to do ali the tasks right away, but

praise her fordoing the one or two she had
mastered, until she was ready for an-
other.

in genera!, we tried to identify first the
skilis that would really help her to func-
tion as much as possible as 8 reguiar
member of the group. Practicing pulling
her own pants up and down at dlapering
time or eating without a great deal of
assistance at mesl time were two very
important unes.

When we played games like “Simon Says”,
we would keep In mind some of the physi-
cal motions we were helping Tanika to
work on, and would call out “Simon says
eat with your spoon”, or “Simon says pull
up your pants”,

fAll the children enjoyed these commands
and never knew they were designed for
Tanika’s benefit.

Inteqrate therapy into Yyour setting

lie found that lots of children loved doing
the things that Tanike was supposed to Go
with her therapists. For Instaence, her
physical therapist was having herpractice
pushing end puiling a veriety of objects—
or another person’s body. Letting other
chiidren join In made it more fun for Yen-
iko, rather than an isoioting experience.
Weatching these activities also was great
forme and the other 7(off. Therapy was no
longer e mystery. Going tn an evaluation
meeting with several therapists was no
longer an intimidating experience, once |
ho¢; seen them in action, perhaps even on
their hands and knees. | pow sow them as
colieagues who worked in a different way
with the same children | worked with,

Observe, observe, observe

Early in the year we noticed that when we
thought Tanike was doing “nothing” she
was actually trying to imitate the other
children. Thus we allowed this to go on for
long periods, rather than redirecting her
to something move “const i’:ctive”. Other
observations were also critical. We no-
ticed at one point that Tenika was inter-

introduction - page 2
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ested in dogs, and were able tn capitalize
on that interest to get her involved in a
whotle range of play activities and tasks—
as long as we integrated imaginary dags
into them! Wher we heard her put two
words together for the first time (“Me
drink”) we jumped &t the chance to ex-
pand her repetoire (“me toy,” “me jump,”
etc.) which would have been senseless to
doduring the manymonthswhen she never
spoke more than one word at a time.

Planning and communication

fromthe startandcontinuingrightthrough
the year, regular communication with
Tanika’s parents, special education
teacher, therapists—and communication
within our own team—were crucial. At
each point aleng the way, we planned
what our focus would be and what our
goals would be. At times the focus was
mostly on self-care tasks and we didn’t
pressure Tanika on her language. At other
points language was the main focus. Still
other times, getting her to play more with
other children was the main objective.

After a year learning all these new skills
along with Tanika, | would have been re-
ally disappointed if the nest year’s group
of four-year-aldsincludedno children with
developmental delays or disabilities. For-
tuneat:ly, there were three sent my way
that year—Uevon, Nan, and Justin. | sup-
pose | could tell ycu three more stories—
now that I've become an “old pro”. But
instead | think 1’ll get out of the way so
that you can prepare to write your own
stories about integrating children with
special needs into community child care

settings.

(This story was adapted trom “Marisa Goes
Mainstream” found in the Monthly Resource,
Volume 3, Issue 3 by the Great Lakes Resource
Access Project.)

OVERVIEW

This manual is organized into five sections: an
introduction, a description of consultation proce-
dures and suggestions for working with day care
and special service providers, information on
working with families, a series of workshop
outlines on general topics related to working with
children with special needs, and a group of nine
“modules” based on specific categories of spe-
cial needs.

The remainder of the INTRODUCTION ex-
plains the purpose, history, and philosophy be-
hind the development of this manual. Sugges-
tions for use of the manual by professionals and
child care providers from a variety of different
types of programs are offered. Itis hoped thatthe
manual will be useful to child care consultants,
day care directors, recreation leaders, early inter-
vention specialists, special education teachers
and administrators, after-school program lead-
ers, therapists, college instructors, children and
family services staff, parents, and others.

The section on PROCEDURES describes the
consultation approach to serving children with
special needs in community child care settings.
The role of a consultant is outlined and sugges-
tions for adapting the role to settings where a
separate staff person is not available to carry out
this role are given. The unique and diverse
characteristics of child care providers and the
settings in which they work are discussed to
tocus users on the practical needs and problems
that should be addressed. Working with multiple
service providers is an important issue for a child
receiving special educational or therapy services
who is also in day care. Strategies for individu-
alizing and adapting the child care sstting to help
a provider become an active participant and im-
plementor of a child’s Individual Education Plan
or Individual Family Service Plan are outlined in
this section. Specific strategies for serving chil-
dren with special needs in community child care

introduction - page 4
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settings are listed.

The next section focuses on the special needs of
working families with handicapped children.
Some of the effects of having a hanudicapped
child on the family system are described so that
they can be explained to child care providers.
Advice on helping families of children with
special needs locaie, choose, and use day c:.-e is
offered. Also included is information on sup-
porting families of children in day care. The
special needs of siblings of handicapped children
and how day care providers can support these
children is an important part of this section.

Section IV includes information on developing
and facilitating workshops to help child care
providers learn to recognize and serve children
with special needs. Suggested workshop out-
lines are provided.

The final section of this manual is a series of
MODULES dealing with specific categories of
handicapping conditions. Included in each
module are:

-basic information th..t caregivers need to know
and how it could be presented,

-general suggestions for working with a child
with this particular special need,

-professionals who may be involved with the
child,

-howto recognize andrefer a child that may have
special needs in this area,

-sample resource sheets for a child in each age
group (0-2, pre-school,school-age)whick gives
a provider suggestions for addressing individ-
ual goals,

-suggesred workshop topics or speakers for t':’s

Section | - Introduction

special needs area,
-supplemental handouts,

-and information on where to go for more infor-
mation.

These modules are not meant to be a complete

referen~e but offer general information that can

be a springboard or starting point for further

consultation. It should be emphasized that each

child with special needs is an individual and that

suggestions and adaptations for one child will not

always work for another. Consultants should
always make sure to check with the people work-

ing with a child to make sure suggestinns offered

are appropriate for a particular child.

PHILOSOPHY

The philosophy behind this manual is based on
the idea that families and children with special
needs deserve equal access to services that are
available to children without special needs. If
day care services are available to non-handi-
capped children, they should also be available to
handicapped children. The reality of this situ-
ation is that, in general, there is a lack of quality
child care services available to all children, not
just handicapped children. The need is just
stronger for children with special needs. The
more disabled the child, the keener the need is
felt.

This manual is also based on the belief that good
quality child care can be good for children and
poor quality child care is bad for children. If the
child care being provided in a group of normally
developing children is of poor quality, it is un-
likely that good quality child care can be pro-
vided to delayed or disabled childrer: in the same
group. If a handicapped child is placed in a poor
quality child care situation by a family, and
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alternate arrangements cannot or will not be
made (for whatever reason), a consultant is best
advised to help the provider to focus efforts into
improving the quality of care to all children and
not just the handicapped child. This manual uses
the guidelines provided by the National Associa-
tion for the Education of Young Children in their
publication Developmentally Appropriate Prac-
tice in Early Childhood Programs Serving Chil-
dren from Birth through Age Eight (Bredekamp,
1987) to define quality care.

HISTORY

Developmental Services Center’s Children’s
Services in Champaign, Illinois is a private, non-
profit agency serving families and children with
special needs ages birth to three years. Services
provided include a screening and referral pro-
gram, a high risk intervention program, a home
intervention program for children with identified
developmental delays or disabilities, a respite
program, New Friends and Kids on the Block
special needs awareness programs, and the day
care consultation program.

The day care consultation program at Children’s
Services was developed in response to needs
identified by staff involved with families of chil-
dren in day care. It was calculated that approxi-
mately 20% of the children in the home interven-
tion program were also in day care. Although the
staff frequently worked with children in their
child care setting, these interactions or therapy
sessions usually took place in areas apart from
the,caregivers and other children. Intervention
staff came to realize that child care providers
needed to know more about how to work with
these children with special needs. They realized
that a special educational program that only
addressed the child in his family setting did not
really meet the needs of the whole child. It did
not deal with the functional needs of the child in

a setting in which he spent a large percentage of
his time. Staff also recognized the fact that
parents would feel more comfortable knowing
that their child’s individual program goals were
being addressed in the child care setting and that
there was coordination and communication be-
tween special service and child care providers.

The day care consultation program has been
operating for over four years. Funding was
originally provided by the Illinois Govemnor’s
Planning Council on Developmental Disabilities
but is now being provided through a grant from
the Illinois State Board of Education for the
expansion of early intervention services under
Part H of PL99-457. Funding for this manual is
being provided by the Illinois Department of
Children and Family Services. Funding is also
being sought for the establishment of a model on-
site integrated infant-toddler day care cgnter, for
expansion of the consultation program to serve
older children, and to provide child care aides to
community sites serving children with more
severe disabilities.

USING THIS MANUAL

Itis anticipated that a wide variety of people will
be using this manual. Itis recommended that the
section on consultation procedures be read by
anyone who wants to use this method tointegrate
children with special needs. This method of
consultation will be most successful if the person
fulfilling the role of day care consultant fully
understands the needs of the child, the child care
setting, the setting(s) in which special services
are provided, and the needs of the family. When
these needs are taken into consideration, success-
ful integration is the likely result. Below are
some suggestions on how people in different
roles might best use the information provided in
this manual:
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Independent Consultant

An independent consultant without established
or on-going contact with the child and family
may best serve as an advisor, in-service training
provider, or liaison between child care and spe-
cial service providers. A consultant can provide
training on general topics related to special needs
(e.g. behavior management) or on specific topics
as needed by a caregiverorcaregivers (e.g. Down
Syndrome). The independentconsultant can also
assist caregivers in integrating a specific child.
The consultant can function in a variety of ways
such as helping the caregiver tnake contact with
special service providers, serving as a liaison
between the child care setting and the special
education setting, or modeling specific tech-
niques or strategies. Itis important to remember
that a -onsultant must always work with written
approval and appropriate releases of information
from parents. Frequent contact with parents is
also very important.

Day Care Center Director

Administrative support is extremely important
for successful integration. A director should
model a positive attitude toward children with
special needs. She could use this manual as a
guide for developing a staff training program.
This staff training program could be a precursor
to integration, or a means to better serving chil-
dren with special needs who are currently en-
rolled-in a center. A director could function in
much the same way as a consultant. Making
initial contacts with special service providers
may be easier for directors than child care stat..
Directors should allow work time for communi-
cation with special service providers. The efforts
of staff working with special needs children
should receive recognition and postive encour-
agement. Cooperative problem-solving tech-
niques can be used when caregivers experience
difficulties. It is the responsibility of the center
director to maintainrequire written information
on the children in her center who are receiving

special educational services. This written infor-
mation includes:

. «vidence that resource personnel with appro-
priate expertise have been consulted and their
recommendations considered in planning pro-
gramactivities for children identified as having
special needs.

releases of information to communicate with
each special service provider (e.g. teacher,,
pediatrician, audiologist). Sample forms are
included in the section on “Consultation
Procedures” .

-school records such as IEP/IFSP’s and evalu-
ation reports.

Child Care Provider

A child care provider can use the integration
strategies discussed in the section on PROCE-
DURES. The provider can use the manual to be-
come familiar with services to children with
special needs. Providers are especially encour-
aged to read and use the information in the
section on FAMILIES. A provider should al-
ways consult with special service providers and
parents about special techniques (egs. position-
ing and handling) that should be used with a
child. The information in the SPECIAL NEEDS
MODULES can be very helpful to a provider. It
must be carefully noted, however, that this mate-
rial is very general and may not be appropriate for
a specific child. Parents and specialists working
with a child should always be consulted for
specific suggestions on the best ways to meet his
needs.

After-School or Recreation Staff

Staff should be informed about the IEP of a child
in their care. There should be many informal
learning opportunities in this setting. After-
school staff should communicate periodically
with a child’s special education teacher. Staff
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should share successes or difficulties the child
experiences in the integrated setting. After-
school staff can obtain information on setting up
training from the manual as well as learn strate-
gies for integrating children with special needs.

Early Intervention Staff

There are often people in early intervention pro-
grams who have had experience in day care. A
childdevelopment specialist with this background
could be the case manager for a child who is in
day care. Consultation and coordination with
child care providers should include as part of the
child’s Individua! Family Service Plan (IFSP).
Staff can alternate therapy visits between the
family and the day care provider so that both are
aware of strategies and suggestions for meeting
program goals. Early intervention staff can also
provide in-service training in the community,
thus making child care providers aware of their
services and support and assisting in child find
efforts. The section on workshops could be
helpful in this.

Special Education Teacher

The special education teacher should be aware of
what the child is doing in the hours that he is not
at school. If the teacher knows that the child is in
day care, she should obtain permission from the
cnild’s parent(s) to talk with and share informa-
tion with the child care provider. Child care
providers are required to cooperate in imple-
menting the child’s program as developed by
special service providers. Consultation with
c¢nild care providerscan be included as part of the
child’s Individual Education Plan (IEP). Child
care providers are often afraid to bother teachers,
so it is good if the teacher is able to make the
initial contact and break the ice. Teachers should
make sure that the child care provider has a cony
of the child’s IEP, understand what it means, and
has information on how goals and objectives can
be addressed in the integrated setting. Special
education personnel should avoid jargon when-

ever possible.

Parent

A parent could also fulfill the role of consultant.
Parents are encouraged to read the information
on how parents can support day care which is in
the section on FAMILIES OF CHILDREN WITH
SPECIAL NEEDS. The information on strate-
gies will also be helpful to know and share with
caregivers. Paients are encouraged to share their
knowledge and resources about their child and
his disability. They should share as much infor-
mation as possible with caregivers who may or
may not feel comfortable asking for information
and help. Parents can also request that integra-
tion be encouraged via consultation with care-
givers as part of their child’s Individual Educa-
tion Plan or Individual Family Service Plan.

DCFS Staff

It will be helpful for DCFS staff to know some
integration strategies that they can share with
providers. DCFS staff shouid encourage provid-
ers to consider serving/caring for children with
special needs, and let them know how they can
get more training in this area. Services to chil-
dren with special needs should be addressed in
licensing visits. Records should be checked to
make sure services are being coordinated. Ifthey
are not, staff should share strategies on how best
to do this.

Resource and Referral Staff

Resource and referral staff can make information
available to parents about day care providers who
have experience or training for serving children
with special needs. They can address the need for
providers to serve children with special needs in
recruiting efforts. The section on “Developing
and Facilitating Workshops™ will be helpful to
resource and referral staff setting up training in
their area.
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. Specialists (e.g. occupational therapist, speech
‘ therapist, teacher of the hearing impaired)

A specialist can use this manual to developaware-
ness of the needs of children and caregivers in
day care settings. Itis hoped that this manual will
help the specialist to provide more usable and
effective suggestions and in-service training when
czlled upon to do so.

Instructor (community college instructor or
other trainer)

An instructor could use this manual to develop a
course of pre-service or inservice training on
“children with special needs”. The manual does
not discuss the development of individualized
education or family service plans because it is
believed that these are the primary responsibility
of special service providers. This manual will be
most useful in helping child care providers to
learn basic information about families and chil-
dren with special needs, ar:d about serving chil-
dren with special needs in integrated settings.

‘ Information included in this manual is far from

complete. Users are encouraged to personalize
the manual by putting the material into a large
loose leaf notebook. Handouts and other re-
source material that the consultant (or other user)
has developed or found helpful can be added at
r \

the end of appropriate sections. This gives the
consultant a “bank” of information that can be
easily referred toor shared with others as needed.

—

»/~\
/' —
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INTRODUCTION
Formany years, research has been indicating that
the development of children with handicaps or
developmental delays is enhanced when they are
in environments with children whose develop-
ment is within normal limits. We learned long
ago that “separate is not equal”. This section of
the manual is designed to help professionals in
different settings establish procedures and inter-
actions which will facilitate the integration of
children with special needs into child care set-
tings with children who are developing normally.
This model is built around the understanding that
child care settings can be integrated successfully
if staff in those settings are supported and oftered
some assistance and training. This support and
training can be offered or arranged through a
“consultant” who provides information, guid-
ance, and assistance with individual children and
their integration into the setting. The role of
“consuitant” can be assumed by any of several
professionals who may be involved with a par-
ticular child or with many children who need
integrated child care placement.

THE CONSULTATION MODEL

The consultation model includes sharing infor-
mation and resources, and facilitating the devel-
opment of solutions to client-identified problems
or plans to meet client-identified needs.

This manual addresses four types of consulta-
tion. The type of consultation depends on whether
vou are consulting with a group or with an indi-
vidual, and whether the information provided is
specific to one child or to children in general.
These four types of consultation can be repre-
sented by the following grid:

Section Il - Procedures

INDIVIDUAL ___ GROUP
CHILD
SPECIFIC 1 2
3 4
GENERAL

‘The first type of consultation (i) is a child spe-
cific consultation with one or two day care pro-
viders. This could involve developing strategies
for implementing a child’s Individual Education
Plan (LE.P.) or Individua! Family Service Plan
(L.F.S.P.)into the daily activities of the child care
setting. It may involve the development of solu-
tions to problems a child is having in the day care
setting. For example, a consultant could provide
information to a day care provider on specific
signs that a child with a hearing impairment
knows now and what signs she is learning,

The second type of consultation (2) is a child
specific consultation with a group of child care
providers. Inthistype, the consultant might work
with all the staff in one day care setting to help
develop orimplement strategies tomeet the needs
of one child. For example, a consultant may
facilitate a meeting of all the service providers
(both day care and special services) to focus on
the feeding problems of one child.

The third type of consultation (3) involves con-
sulting with one or two child care providers about
a general topic. Anexample of thisis aninforma-
tional session for a family day care provider on
how to arrange the day care home to avoid
behavior problems.

The fourth type of consultation (4) involves
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working with a group to provide information on
general topics. This type of consultation is usu-
ally done in a workshop or in-service training
format. An example of this is providing or
arranging for a workshop on language develop-
ment to infant and toddler caregivers in the
community.

This manual provides information that a consult-
ant can use for all of these types of consulting.
Child specific consultation is zddressed primar-
ily in this section and in the SPECIAL NEEDS
MODULES. Information on gener:! topics is
addressed both in the SPECIAL NEEDS MOD-
ULES and in the WORKSHOP SERIES OUT-
LINES whichare primarily geared toward groups
of child care providers. Please sce these sections
for more information.

THE CONSULTATION PROCESS

The consultation process used here involves five
steps. They are: Assess, Plan, Implement, Evalu-
ate, and Revise. ‘

This process can be used to work on a specific
problem or problems or to develop a more com-
prehensive training or integration plan. Through-
out this process, the caregiver(s) should be in-
volved. The more caregivers are involved in the
process of assessing and planning, the more
likely it is that the plan will be implemented and
that the consultation will meet their needs and
those of the children. This is why the definition
of consultation used here includes the terms
“client-identified problems and needs”.

Assess

In assessing problems and/or needs, inree main
categories should be considered: the environ-
ment, the curriculumor program, and the people.

environment- some things to look at in the envi-

ronment include materials and equipment avail-
able (both indoors and outdoors), room arrange-
ment, safety hazards, noise level, lighting, tem-
perature, cleanliness, surfaces (carpeting, tile,
walls, playground surfaces, etc.), the amount of
clutter, accessibility, gencral atmosphere (sterile
or homelike), etc. The .{arms Early Childhood
Environment Rating Scale and The Harms Fam-
ily Day Care Rating Scale (see references at the
end of this section) can be very helpful for con-
sultants and providers in assessing the environ-
ment,

curriculum/program- some things to look at in
the curriculum or program include the daily
schedule, routines, types of activities, how ac-
tivities are done (one to one, large groups, smaill
groups, etc.), the amount of time spent in child-
directed versus teacher-directed activities, etc.

people- consider adults and children. Adults in-
clude caregivers, administrators, parents, thera-
pists, and other people such as bus drivers and
cooks that come in contact with children with
special needs. Look at the education and experi-
ence of the adults. What training is needed to
enablethispersontomeetachild’s special needs?
A TRAINING NEEDS ASSESSMENT is in-
cluded at the end of this section of the manual.
Consultants are encouraged to revise the con-
tents to adapt to their own needs. Teacher atti-
tude is regarded as the most important determi-
nant of success in an integrated setting. Are all
those involved committed to meeting the needs
of ALL children? Included at the end of this
section of the manual is an attitude assessment
entitled DAY CARE INTEGRATION INVEN-
TORY'. Consider the ratio of adults to children.
Will there be enough help to serve children with
more extensive needs? How could more help be
obtained? Consider the children. What is the
group size? What kinds of abilities and disabili-
ties are represented? Is this a same-age or a
multi-age group? Carefully assess the needs of
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the child with special needs? What kinds of
services is he receiving, and where and when is
he receiving them? Are there any special han-
dling procedures that are required? How about
special feeding techniques? What are the inter-
ests and strengths of the child?

Plan

Planning can be done with an individual or with
a team. Planning involves the development of a
STRATEGY or strategies for solving a problem
or meeting a need. Plans can be developed by a
tean to help aday care provider tomeet the needs
of a specific child. All children with special
needs who are in early intervention or special
education programs have an Individualized
Education Plan (IEP) or Individual Family Serv-
ice Plan (IFSP). A consultant can help to plan
ways that the day care provider can help to
implement the IE? or IFSP.  Examples of this
typsof plan are included in the SPECIAL NEEDS
MODULES. A plancan bea single suggestionor
it can be a more involved, long term plan. Train-
ing plans can be developed for individual car-
egivers based on their own identified needs. An
example of this, called a TEACHER IN-SERV-
ICE PLAN (TIP), is included at the end of this
section. A similar plan can be developed for an
entire day care center staff prior to the integration
of children with special needs. Regardless of
what the plan is, it should be agreed upon by all
those involved in its development and implem-
entation. When developing a plan to meet the
needs of a specific child, the consultant (or per-
son assumir.g that role) should ALWAYS check
with therapists to make sure that the plan is
appropriate for the child.

Implement

This step involves the implementation of the
plan. In this step, the caregiver trics out sugges-
tions or activities or takes part in training activi-
ties. Implementation on the partof the consultant
might involve the provision of training materials,

modeling a technique, doing a workshop, or
substituting for the caregiver so she can attend a
staffing.

Evaluate

This step is where the question “How did it go?”
is answered. Other questions to considerinclude
“Whatwentright?”, “Whatwent wrong?”,“How
did the chiid respond?”, “Did the training meet
your needs?”, “What else is needed?”, etc.

Revise

In this step, the original plan isrevised as needed
based on the evaluation step. The revised plan is
then implemented and re-evaluated. If the origi-
nal plan is implemented satisractorily, the proc-
ess is complete.

COMMUNICATION SKILLS

When working with child care providers, a con-
sultant must learn to be a good communicator.
Developing good listening skills is an important
step in becoming a good consultant. A work-
shop titled “Communication Skills” which is
included in the WORKSHOP SERIES OUT-
LINES in this manual contains information on
this topic. Two skills discussed in this workshop
are especially important for consultants. These
areActive Listening and Asking Clarifying Ques-
tions.

Active Listening

Active listening involves paraphrasing what the
other personis saying to be sure you are interpret-
ing correctly. For example, “You think that
Amber is having trouble here because she is not
getting enough attention at home, is that right?”
Italsoinvolves making eye contact withthe other
person, and making encovraging comments to
get the other person to continue, such as “yes”,"]
see”, etc.
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Asking Clarifying Questions

Asking clarifying questionsencourages the other
person to provide more information and helps the
listener to make sure she is understanding what
the speakeris saying. Openquestions as opposed
to closed questions are good examples of the
types of questions to ask. Closed questions
encourage simple yes or no answers. Many

"«

clarifying questions begin with “who”, “what”,

”

“when”, “where”, “how”, and “why”. Examples
include “Tell me more about that”, “What hap-
pens when you put the spoon into Mario’s

mouth?”, and “Whydo you think thathappens?”.

When working with caregivers and others with-
out special education training, it is important to
AVOID PROFESSIONAL JARGON. Profes-
sional jargon includes abbreviations, such as
“IEP”,“OT”, “DSCC”, etc ., titles of profession-
als, such as “occupational therapist” or “otolar-
yngologist”, and other general terms, such as
“motor planning” and “visual perception”.

One final pointin consulting with caregiversisto
AVOID POUNCING. Pouncing is giving more
information than is needed or wanted. It is
bombarding the caregiver with so many sugges-
tions or recommendations that she is over-
whelmed. We all learn best when information is
provided in small doses. It is best to provide a
short article or handout on a topic rather than a
whole book. Itis also best to Luggest one or two
activities or adaptations at first rather than a
whole list. The caregiver is then free to ask for
more as she desires. It is always helpful to point
out the thiags that the caregiver is already doing
that are helping to meet the needs of the child.

RECRUITING CAREGIVERS FOR
CHILDREN WITH SPECIAL NEEDS
Developing a network of caregivers who can be
relied upon to work with children with special

needs requires some effort. Lenters orhomescan
be recruited through word of mouth, or through
personal contacts with directors or home provid-
ers. Lists of licensed day care homes and centers
can be obtained from the Department of Children
and Family Services or the area Resource and
Referral Service. Homes and centers are sur-
veyed to determine experience and/ or skills for
serving children with special needs. Some early
intervention and public school special education
programs may know of caregivers who have
served their children. Parents of children with
special needs are another source for locating
caregivers. Parents may know of caregivers who
have taken children with special needs, or they
themselves may be interested in becoming child
care providers. Agencies and schools serving
children with special needs could provide work-
shops or in-service training for providers in
community child care settings. Providers can
alsobe recruited at these and other conferencesor
meetings of child care providers. One early
intervention agency provides a liaison to the
local day care directors’ group. If an agency or
school decides to sponsor a network of child care
providers, it is important that they provide on-
site support to these providers.

SUPPORTING CHILD CARE PROVIDERS
Suppcr can be provided to child care providers
in a variety of ways. Itis helpful to think back to
the four types of consultation described earlier in
this section. The process of consultation can be
used to provide support in many forms:

-The least intrusive, and thr kind of support most
likely to be given initially, is to observe (AS-
SESS) in the classroom and develop sugges-
tions and recommendations (PLAN). This al-
lows the provider to remain in control, and
allows the consultant a chance to get a feel for
the program and the child’s place in it. It is
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helpful to set some specific objectives for each
observation. This can be done by asking the
provider if there are some particular aspects of
the program she would like the consultant to
observe, or if she would like suggestions re-
garding particular activities or needs of the
child. Again, this gives the provider control of
the situation, and tailors the interaction to her
needs.

-The consultant may lead group activities, to
model some ways of integrating the child with
special needs into those activities, or to give the
provider a chance to observe the situation in
order to develop some improvements on her
own. In this situation, the consultant may model
communications with all children, or demon-
strate teaching methods and activities.

-The consultant may serve as a substitute for a
time in the classroom so that the provider can
participate in therapy sessions, or observe the
group as a whole.

-The consultant may record activities on video
tape for later joint viewing with the provider. If
the child is receiving speech therapy, occupa-
tional therapy, or physical therapy the consult-
ant may make videotapes of these sessions to

view with the provider. These would convey
valuable informationregarding the child's ther-
apy program and possible ways of integrating
therapy goals into the child care program.
Videotapes of the child in the day care setting
could also provide valuable information to the
child' s therapists and could be helpful in estab-
lishing therapy goals or adapting activities for
use in the community child care setting.

Some regular time should be set aside for the
consultant and provider to meet. There may be
a regular nap time or free play time when the
consultant and provider can gettogether to dis-
sussissuesandbrainstormimprovements. Don’t

forget that the telephone works well in a pinch.

-It is sometimes useful to bring together some
providers who are integrating children with
special needs into their programs. This can be
done in small groups, during an in-service time
or inan evening meeting. It is helpful to run this
group as an open ended meeting rather than an
instructional gathering. Some questions should
be prepared ahead of time to stimulate discus-
sion, but providers appreciate the opportunity
to share their experiences and ask questions of
one another.

In general, a consultant should provide a suppor-
tive presence for the child care provider. It
facilitates the process of integration if the pro-
vider is given helpful information and sugges-
tions, rather than receiving criticism or curricu-
lum or policies.

ATTITUDES

Attitude is an important factor in the success or
failure of any integration effort. The consultant
plays a vital role in breaking down negative
attitudes and building up positive attitudes to-
ward integration. One way in which a consult-
ant can help caregivers is to bring negative atti-
tudes or expectations outinto the open. Negative
attitudes are usually caused by feelings that they
aie not capable of meeting the special needs of a
particular child. They may feel that they do not
have adequate knowledge of a particular handi-
capping condition and do not have adequate
resources or support. They worry that a child
with special needs may take up too much of their
already stretched time and take time away from
the other children in the group. Itis important for
a consultant to provide a greater amount of on-
site support when a child is first enrolled in the
center or day care home if possible. This could
mean daily support depending on the extent of

procedures - page 5



Section Il - Procedures

the child’s needs and the capability and confi-
dence of the caregiver(s). It may mean advance
preparation and training for the provider.

Some providers are embarrassed about theirown
deep feelings of pity or sorrow for the child with
special needs. They should be reassured that
these feelings are norrnal and that expressing
them appropriately is important. They must also
learn how to care for the child without letting
these feelings getin the way of the child’s normal
adaptation to the group setting or to the quality of
care the child shou::' receive.

In most cases where attitudes are less than posi-
tive in the beginning, this can be quickly turned
around as the provider gets to know the child with
special needs and develops confidence in her
own abilities. Providers soon learn to enjoy the
challenge and reward of having a “‘special child”
in the group. Frequently, they are pleasantly
surprised. Center providers have even requested
that they change classes in order to “follow” the
child with special needs. Some may express
interest in obtaining further professional training
that would enaole them to work with children
with special needs on a full time basis.

PLACING CHILDREN WITH SPECIAL
NEEDS IN GROUPS

A common concem in the area of integration is
deciding in which age group to place a child.
There are two major questions to ask in relation
to grouping. The first questinn is “Which clars
should a child be placedin initially?” The second
question is “When should the child be moved to
the next oldest age group!” There are many
factors to consider in answering these questions.
The following are some of the factors to consider
regarding the grouping of children:

Single-age Groups

chronological age of the child- a general guide-
line is that the child should not be younger that
the average age of children without special needs
in the class. In other words, the child with special
needs should (preferably) not be also one of the
youngest children in the class. Itis perhaps better
if the child with special needs is one of the oldest
children.

developmental age- the child should generally
be functioning at least on the level of the young-
est child without special needs, although this is
not always possible in the youngest (infant) age
group. In this way, the child has both peers and
models in the same classroom.

type of special need(s)- integrating has been
done successfully with mary types of special
needs. This will be somewhat different for a
child with a physical handicap and a child with a
speech/language problem.

severity of the special need- usually, the more
severe the need the more time a caregiver will
need to deal with the child. The classroom with
a lower staff:child ratio would probably be more
appropriate. (Usually, a younger group will have
a lower ratio).

mobility- it can be difficult and possibly danger-
ous to have a crawling child in a classroom with
all walking children, especially if the children are
not proficient enough to to be able to avoid
obstacles. Itis also possible that the non-walker
who needs a little extra motivation to get up on
both feet can be stimuiated to try a little harder
when “all the other kids are doing it”. For the
child who is not really ready or able to walk, this
could be a source of frustration.

size of group and child:staff ratio- many centers
feel that lower child:staff ratios are required if a
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child with special needs is enrolled in the class.
Lower ratios are not required unless children
with special needs are being served as a group (ie.
an entire class of children with special needs).
Center caregivers should, however, consider
whether or not they can meet the needs of the
child with the current ratio. Family day care
providers are required to count the child with
special needs at his developmental rather than
chronologicai age.

number of other children with special needs in
the class- if too many children with extensive
needs are inaclass, the provider many not be able
to handle it without help. She may “burn out”
quickly and/or the children may not get the atten-
tion they need.

competence of providers- if a provider has a par-
ticular skill that is especially advantageous to a
child with a special need (e.g. a teacher who
knows sign language would be good for a deaf
child), it is natural to try to put the child with that
teacher for as much time as possible, and perhaps
allow that teacherto‘“follow” the childto the next
age group in this is practical or possible. A new
teacher should be prepared in advance for the
child with special needs whenever possible.
Preparation leads to more positive experiences
for all the children.

special child:child attackments-it is always
advantageous to move a child to the next uge
group “witha friend”. This will make the transi-
tion easier for all.

attitudes of children- young children can be
prepared for the child with special needs by the
use of peerdolls with special needs, good quality
story books, ¢c. Thisis usually not a problemin
the 0-3 population.

(#1-4 from Guralnick, 1984)

Multi-age Groups

Multi-age groups are most .{ten seen in family
day care homes and after-school programs.
Famil, day care homes uften serve children from
six weeks to twelve years. After-school pro-
grams often serve children from two or more
grade levels in one group. Multi-age groupings
can be the best type of group choice for many
children with special needs. Inamulti-age group,
the child can have both peers and models. Differ-
ences in ability are not as roticeabie if a wider
range of ability levels is represented in the group.
It is important to keep in mind that some children
with special needs are not only delayed, but
different in other ways. They may have different
sensory abilities or have behaviors which are
unusual. Children in multi-age groups should be
prepared for children who are different just as
you would prepare childrenin asingle-age group.

STAFF-PARENT CONFLICTS
Disagreements between parents and staff are not
unusual in child care situations. They may arise
more often with children who have special needs,
because parents may be more involved with their
child’s education and because the child may be
less able to make independent adaptations to the
child care situation. The consultant may be
called upon to resolve or negotiate these con-
flicts. As with many situations of conflici, the
best resolution is preventative.

Conflicts tend to arise regarding the right place-
ment for the child, or regarding the level of
supervision being given the child. Both of these
issues should be negotiated and well agreed to0
prior to placing the child in day care. The
information in thismanual regarding group place-
ment should be helpful in determining the right
piacement for a young child. The level of super-
vision available and appropriate for a child is, of
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course, dependent on the group in which the child
is placed, and should be a part of the decision
regarding grouping. If adisagreementdevelops,
the best strategy is tocall a meeting and negotiate
theissue. The consultant’s role in such a meeting
is toact as a facilitator. It is important to explore
the parents’ concerns such as, “why is it impor-
tant for the child to have a certain level of super-
vision?”. Itis alsoimportant torecognize that the
disagreement may not be resolved, and the parent
may have to face the option of removing the
child. Infact,itis not unusual for a parent to have
to try several child care centers or homes before
an appropriate setting isfound. Parents should be
reass..;ed that this is not unusual, and not an
indication that their child is unwanted. It may
just take time to find the right match between
child and provider.

THE REGULAR VS. SPECIAL
EDUCATION DILEMNA

A potential source of conflict and confusion for
parents and child care providers is the difference
in approach to learning between special educa-
tors and regular educators or child care provid-
ers. The developmental approach of regular edu-
cators may seem unproductive and unfocused to
someone who is used to the functional and indi-
vidualized approach of special education. Con-
versely, the methods of special education may
seem unnecessarily restrictive and specific to
someone used to working in a regular education
setting. A special educator serving as a consult-
ant must keep in mind these differences.

Some of the most important differences are
child:staff ratio, group size, educational level
and/or course content of providers, length of day,
and planning time available. Day care providers
work in settings where the group size and child to
staff ratio are often twice as high as in & special
education setting. Although some child care

providers may have bachelor’s or associate’s
degrees in child development or early childhood
education, most have much less. The minimum
standards for a child care worker are six hours of
college credit in child development or early
education plus two years of college credits OR
one year of experience OR Child Development
Associate (CDA) credential. Family day care
home providers are not required to have any
college credit. Most child care workers have had
no training or experience in working with chil-
dren with special needs. Most child care provid-
ers spend at least eight hours a day working with
children. Most family day care providers spend
even more. Because of low wages, many child
care providers also have second jobs to be able to
support themselves. Day care providers often
have very little, if any, planning time. They often
use the children’s nap time to prepare for the next
day. Providers working with infants and toddlers
may not have a regular nap time they can use for
planning ard for meetings. After-school provid-
ers are even less likely to have planning and
meeting time.

Some suggestions and precautions for consult-
ants:

-Do not suggest activities that are only appropri-
ate for the child with special needs. Remember
that a day cure provider will not have much one
to one time to spend with a child.

-Make sure that special service providers are
aware of the skills needed by the child to function
in the child care setting. Teaching and learning
these skills can become part of the child's indi-
vidual program plan.

-Help the provider to find and/or make materials
that would make working with the child with
special needs easier. Adaptive seating is one
kind of material that may be required.
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-Don't suggest activities or adaptations that are
against the basic philosophy of the child care
provider if possible.

-Use scheduled naptimes for in-service or prob-
lem solving meetings. If there is not a regularly
scheduled nap time, maybe therz is a slow time
when the director or other staff member couldfill
in for a while. Family dry care providers may
want to talk over the phone in the evening when
the children are not there.

-Keep in mind the daily schedule and activities of
the child care setting. Suggest activities and
adaptations that fit in with what the provider is
already doing. Providers are always looking for
new ideas.

-Do notprovide articles and other reading mate-
rials that are too technical and not geared to the
functional needs of the child or caregiver.

MULTIPLE SERVICE PROVIDERS

Most children with diagnosed special needs are
involved with a number of different therapists
and specialists. These may includ: a speech and
language therapist, child development specialist,
special educator, an occupational therapist and/
or physical therapist, an audiologist, and numer-
ous medical specialists such as a pediatric ncu-
rologist or otolaryngologist. Before a child care
provider can communicate with a child’s service
providers, she must know who is involved and
she must have written permission from the
parent(s) tocontact them. Usually the parent will
know what services the child is receiving or at
least who the primary service provider s (e.g. the
public school). The provider should have the
parent sign a “release of information” so that she
can talk to these professionals. Some sample
forms are included at the end of this section.

Most child care providers are not familiar with
the functions of the many professionals that may
be involved with the child. A one year old does
not need an occupation, so why does he need an
occupational therapist? Each of these different
professions also has his own jargon or shorthand
which can make communication confusing. Most
child care providers are not familiar with terms
like “bi-manual coordination”, “sensory integra-
tion”, and “hypotonia” as well as the numerous
al "reviations used in special education. We can
make this part of the special education mystique
less mysterious by providing glossaries of fre-
quently used terms and abbreviations (an ex-
ample is included at the end of this manual), by
referring providers to a medical dictionary, and/
or clarifying terms ourselves as consultants. Itis
helpful to write clarification of terms directly on
written reports when sharing them with provid-
ers. Special service providers should be encour-
aged to include explanations of terms in their
written reports in order to make them readable by
both parents and caregivers. The contents of
written reports, recommendations or Individual
Education Plans should be discussed at formal
consultation meetings to ensure that they are
understood.

Whenever possible, child care providers should
have the opportunity to personally meet with
other service providers such as physical, occupa-
tional, or speech therapists. This is usually done
best by having the therapist come to the center or
home for a therapy session. This way, the pro-
vider can getto know the person, observe how the
therapist works with the child, and ask any ques-
tions she may have. The therapist can make any
suggestions for adapting the child care environ-
ment or add other “helpful hints” on implement-
ing her practical curriculum goals for the child. It
can be very helpful for the therapist to see the
child in his/her child care setting so that she can
develop programming which will help the child
to function as normally as possible in his own
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world. It is useful to see how the child with
special needs adapts and interacts witi normaiiy
developing children.

As previously mentioned, videotaping is an
excellent tool for communication between team
members. Itis usually not possible for a therapist
to do therapy in the child care setting as often as
needed. By showing videotapes of therapy ses-
sions, the provider can learn what a therapist is
really doing with a child. Videotapes can be
viewed at the provider’s home (if confidentiality
is strictly maintained) or the consultant could
bring the tape and video equipment to the child
care setting at naptime. The latter usually works
well because the provider and consultant can
view and discuss the therapy session as it hap-
pens on the screen.

The child care provider should be encouraged to
attend any multi-disciplinary staffings that are
held to discuss a child in her care. The provider
may be implementing parts of the child’s ther-
apy, and so should function as an important team
member if possible. Getting release time to
attend astaffir.g isusually difficultfora provider.
If a substitute cannot be obtained by the provider,
a day care consultant could be the substitute in
some cases if this meets with the approva. of the
provider or her employer. Staffings can also be
held at the child care setting if this is convenient
for team members and the provider.

STRATEGIES FOR INTEGRATION

For many teachers, child care providers, or group
leadersthe idea of integrating children with special
needs seems like the right thing todo. They may
agree that it should be done, and that they would
like to support it, but at some point, they will ask
“How doIdoit? When that child is in my group,
what do I do?” When this question arises, the
following ideas and guidelines will be helpful.

There are two main goals of integration for chil-
dren with special needs. These are 1) social
integration, and 2) skill enhancement. Skill
enhancement will be guided by the child’s IEP or
IFSP, and is facilitated by direct instruction and
specific adaptations of materials and activities.
Social integration will be facilitated by specific
strategies which are designed to encourage posi-
tive social interactions. Teachers should be
reminded that these are not exclusive categories.
Much direct instruction can be done in situations
which will require social interactions. It is also
important to understand that environments which
focus on cooperative learning and play for every-
one are best able to support positive social out-
comes and successfully accommodate children
who exhibit a wide range of skills and abilities.

Guidelines

integrate the child, don’t change the program-
Many child care programs are developmentally
based, and focus on exploration, open-ended
materials, andchoice of activities. Children with
special needs may require more structured learn-
ing activities than many child care providers are
accustomed to. This does not mean that the
program has to be restructured to provide the
same activities for everyone, or that the child
who is different has to be doing things that are
speci.l and different. Integration assumes that
all children benefit from an environment that is
challenging and responsive, and that all children
benefit from an environment full of interesting
people, events, and objects.

gather as much information as you can-

Child care providers should try to find out as
much as they can about the child, about the
disability, and about what happens in other pro-
grams the child may attend. Talk to other teach-
ers, therapists, and the child’s parents. Observe
the child as much as possible. It is important to
ask the same questions you would ask about any
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child. Whatdo they like to do? Whatdo they do
best? Itis also important toask these things of the
child if possible. Providers must also remember
that information should be gathered, and any-
thing which seems to be heading toward gossip or
speculation should be avoided.

structure learning into program routines-

A predictnble and organized environment is
important for any child, but more important for
many children with special needs. Itis important
to familiarize the child with routines, butit is also
important not to feel that routines have to be
compromised for the child with special needs.
Any rules that apply to children in the group
should also apply to the child with special needs.
For example, everyone needs to help clean-up,
though what they do may vary.

prepare the children in the group for a
"different” child-

Even very young children need help in under-
standing and accepting someone who is differ-
ent. It helps to prepare children before a child
with a special need joins their group, or to give
them some help in understanding a “different”
child who unexpectedly joins their group. There
are many books available from local public li-
braries which deal with the feelings and experi-
ences of children who are different and their
families. “Kids on the Block” is a commercially
available program which presents issues of dis-
ability to elementary age children through the use
of puppets. “New Friends” is a program avail-
able through the Chapel Hill Training Outreach
Project which does the same for preschool age
children through use of life-size dolls. These are
both programs which require some time and
effort to devclop, but if used extensively, they
can have a significant impact on the attitudes of
children in a community.

Simulating handicaps is a strategy which has
proven useful to many programs in helping chil-

dren feel what it is like to have a particular special
need. _ -ingblindfolds or earplugs, tyir\g anarm
behind the back or tying two legs together, or
talking with a mouthful of marshmallows can
give children a sense of barriers that other chil-
dren may have to deal with.

adapt materials and activities-

Every child will need to have activities and
materials adapted to fit their needs. Physical
adaptations of equipment or furnishings should
be supervised by a physical or occupational th-
erapist. It is always advisable to use other spe-
cialists as resources when faced with a chiid who
presents challenges in terms of planning activi-
ties for individual groups. Adaptations are al-
ways specific to each child, but there are some
general suggestions which may be helpful. The
modules in this manual each contain SUGGES-
TIONS FOR INTEGRATING CHILDREN
WITH ........... . For example, for a child with a
hearing impairment, it " - suggested that the pro-
vider put picture labels on objects around the
room, and that activities using visual cues and
providing lots of tactile experiences would be
helpful to the child. Cne caution is appropriate
here. Though some activities may need to be
made simpler, it it important to keep the content
of activities appropriate to the child’s age. For
example, though school age children may need
simpler puzzles than same age peers, the puzzles
should not be of objects used by preschoolers.

structure social interaction-

There are several strategies for facilitating social
interactions between children who have special
needs and their peers. As previously mentioned,
the easiest way to encourage social integration is
to devele: an atmosphere of mutual respect and
cooperative learning in the group. Peer “bud-
dies” or tutors, and peer imitation or modeling
are two strategies which =~ m easy for many
providers to use in group settings.

Frequeritly, a buddy for an activity, or a tutor for
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a learning experience can be assigned to the child
whoneeds special help. This should be madeinto
a special and desirable assignment, and some-
times helps if it is ufered as a reward. The tutor
should feel increased status and get more adult
attention. ‘This kind of assignment affords the
tutor the chance to practice helping skills and
adultrole-taking. Usually asame-sex, older tutor
works best. Tutoring sessions should be short at
first, and increase in length as the tutor’s skills
increase. Though this situation frequently works
well, it must be monitored to avoid chaos and
exploitation.

Peer modeling takes place incidentally when
children are together in groups. Sometimes in-
cluding a child with special needs in a small
group activity of three or four children will facili-
tate the modeling process. Modeling can be used
for general skill development (point out how
someone solved a particular problem) or for a
specific skill, such as expressive language. Di-
rect instruction techniques are appropriate for
modeling behaviors or skills. For example, it
helps when the teacher says something like
“Johnny just said .........ceenee , NOW you say

13

Child care providers and teachers must remem-
berthat children who are slow learners may need
to have activities or behaviors modeled repeat-
edly before they reproduce the behavior. Pa-
tience and persistence are crucial. If the skill is
learned in one setting or activity, it may also have
to be modeled or taught in another setting. The
child may not transfer the behavior from one
setting to another.

To summarize, integration does not just happen
by placing different kinds of children in the same
room. Specific strategies and adaptations need to
be put in place to encourage the kinds of positive
learning and social experiences we hope are the
result of being and learning together.

RESOURCES

Anti-Bias Curriculum, Tools for Empowering
Young Children

by Louise Derman-Sparks and the A.B.C. Task
Force (1989)

Washington, DC: National Association for the
Education of Young Children

ChildrenwithSpecial Needs in Family Day Care
Homes, A Handbook for IFamily Day Care
Providers

by Beatrice de la Brosse (1987)

El Centro de Rosemount

Washington, DC

Council for Exceptional Children (CEC)
1920 Association Drive

Reston, VA 22091-1589

703-620-3660

Direction Service of Illinois
730 E. Vine, Room 107
Springfield, IL 62703
217/523-1232

ERIC Clearinghouse on Exceptional Children
1411 South Jefferson Highway, Suite 900
Arlington, VA 22202

Exceptional Parent Magazine
Psy-Ed Corporation

1170 Commonwealth Ave.
Boston, MA 02134

Great Lakes Resource Access Project
Department of Special Education
University of Illinois at Urbana-Champaign
240 Colonel Wolfe School

403 East Healey Street

Champaign, IL 61820
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Illinois Birth to Three Clearinghouse
830 South Spring Street

Springfield, IL 62704
217/785-1364

FAX 217/524-5339

Including All of Us: An Early Childhood
Curriculum About Disability

by Foschl, M., Colon, L., Rubin, E., and Sprung,
B. (1985) .

Educational Equity Coucepts, Inc.

Kids on the Block
822 North Fairfax St.
Alexandria, VA 22314
800/368-5437

or
The Kids’ Project
New York State Office of Mental Retardation
and Developmental Disabilities
44 Holland Ave.
Albany, NY 12229
518/473-3500

Mainstreaming Ideas for Teaching Young
Children

by J. Souweine, S. Crimmins, & C. Mazel (1981)
Washington, DC: National Association for the
Education of Young Children

National Early Childhood Technical Assistance
System (NEC*TAS)

CB#8040

500 NCBN Plaza

The University of North Carolina

Chapel Hill, NC 27599

919/962-2001

National Information Center For Handicapped
Children and Youth (NICHCY)

Box 1492

Washington, DC 20013

703/893-6061

National Lekotek Center

2100 Ridge Avenue

Evanston, IL 60201

708/328-0001

(see listing of all Illinois Lekotek sites)

National Organization on Disability
1-800-248-ABLE

National Rehabilitation Inforination Center
(NARIC)

8455 Colesville Road, #9235

Silver Spring, MD 2(G910

1-800-34NARIC

New Friends: Mainstreaming Activities to Help
Young Children Understand and Accept
Individual Differences

Chapel Hill Training-Outreach Project (1983).
Lincoln Center, Merritt Mill Road, Chapel Hill,
North Carolina, 27514. 919/967-8295

Project Headstart Mainstreaming Preschoolers
Series (8 books):

Children with Emotional Disturbance (DHEW
Publication No. OHDS 80-31115)

Children with Learning Disabilities (OHDS 78-
31117)

Children with Mental Retardation (OHDS 78-
31110)

Children with Speech and Language Impair-
ments (OHDS 78-31113)

Children with Health Impairments (OHDS 80-
31111)

Children with Hearing Impairment (OHDS 78-
31116)

Children with Visual Handicaps (OHDS 79-
31112

Children with Orthopedic Handicaps (OHDS
80-31114)

U.S. Government Printing Office

Washington , D.C. 20402
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Project Neighborcare, Training Manual for
Family Day Care

Pierce Hall

Purdue University

West Lafayette, IN 47907

Project RHISE/Outreach
Children's Development Center
650 North Main Street
Rockferd, IL 61103

Resources for Teaching Young Children with
Special Needs

by Penny Low Deiner (1983)

New York: Harcourt, Brace, and Jovanovich

School Age Children with Special Needs: What
Do They Do When School Is Out

Dale Borman Fink (1988)

Boston, MA: Exceptional Parent Press

Special Friends Program: A Trainer's Manual
for Integrated Settings

University of Hawaii

Honolulu, Hawaii

Structured Experiences for Integration of
Handicapped Children

by K. Anderson & A. Miiliren (1983)
Rockville, MD: Aspen Publications

The Early Childhood Environment Rating Scale
and The Family Day Care Rating Scale

by T. Harms and R. Clifford

Columbia: Teachers College Press

(available from Kaplan and other materials cata-
logs)

We're In This Together

Resource Manual for Integrating Handicapped
Children into Day Care and Preschool
Programs

Iowa Department of Education

Bureau of Special Education

by Linda Lewis, Training Coordinator
Early Childhood Special Education
Des Moines Independent Schools
Smouse School

2820 Center

Des Moines, Jowa 50312
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Preparing for a Multidisciplinary Statfing

INTRODUCTION

In order to adequately prepare for a multidisciplinary staffing, it will help you to know the purpose of the
staffing, who will be there, what will happen, and what your role is. Preparation will help you feel more
comfortable and be a more effective tcam member.

PURPOSE

The main purpos¢ of a multidisciplinary staffing is for the people working with a child to share information
and to plan for the future. More specific purposes include discussing results of assessments that have becn
done, dctermining program eligibility, discussing progress the child has made, developing goals and
objectives for the future (developing or updating the child's Individualized Education Plan or Individualized
Family Service Plan), deciding on what services the child will receive and the frequency of those services,
and developing strategies to impiement a child's program or solve ptoblems.

WHO MAY BE INVOLVED

All professionals who are involved in a child's educational program should attend the staffing as well as the
parent(s) or guardian and child care providers. A staffing usually includes the teacher or child development
specialist, the speech/language therapist, the occupational and/or physical therapists, and a social worker.
Some staffings also include a psychologist, the school principal and/or program director, and representatives
of other agencies serving the child and family such as a D.C.F.S. cascworker. It will be helpful for you to
be familiar with the various professionals and what they do.

WHAT WILL HAPPEN AT THE STAFFING

Staffings usually begin with each of the team members introducing themselves. The person conducting the
staffing will then review the purpose of it. Each member of the "team” will, in turn share any information
they have about the child such as:

-what services the child has been receiving

-descriptions of assessment tools used and the results obtained

- usually given as some kind of developmental level in months or years

-the child's strengths and weaknesses in a particular arca

-progress the child has made

-how the child has responded to a particular therapeutic intervention

Each member will suggest future goals, objectives, and intervention strategies in his/her area of expertise.
This will include recommendations as 1o whether a child needs a particular service (¢.g. speech therapy),
how the service should be provided (¢.g. at home, in a special education classroom, or in an integrated
setting), and the desired frequency of service (e.g. four times a month).

Participants should feel free to comment on the findings being discussed or to add other pertinent
informauon (e.g. a parent may say that the child can jump down from a four inch height such as the porch
or stair even though the evaluator has not seen him do it). The more complete the information about the
child is, the more functional the child's program plan will be.

The person conducting the staffing will be putting certain specific kinds of information (test scores, service
recommendations, goals and objectives) onto a form or forms called a staffing sheet and/or Individualized
Educational Program (L.E.P.) or Individualized Family Service Plan (ILE.S.P.). the final written plan
should be agreed upon by all ieam members, including the parent(s) or guardian. The plan cannot go into
effect unless the child's parent(s) or guardian gives written approval. When this plen is completed and
approved, all team members sign the form(s) and the staffing is brought to a close.



Staffings are usually done after the initial evaluation of the child (initial staffing), every six months or year
thereafter (annual or semi-annual staffings), and upon the transition of the child into another program (final
or closing staffing).

Y

Even though you may not do formal testing of a child, your role is essentially the same as any other
professional on the team--sharing information. Some specific examples of information you can offer are:

-a description of the child care setting

-how the child functions in a group setting

-how the child interacts with non-delayed peers

-your own assessment information (formal or informal)

-activities the child enjoys/dislikes

-problems you have encountered

-successes you have had (what works for you)

Specific examples to illustrate points or questions arc helpful. It will be most efficicnt if you can jot down
notes ahead of time so that important information and questions are not forgotten.

Do not be afraid to ask for clarification of anything you do not understand. Chances arc good that if you do
not understand something, the parent does not either. Professionals use a lot of confusing terms, and often
forget that the general public does not know their particular "shorthand”. No one should be embarrassed to
ask for further explanation.

Take this opportunity to ask for suggestions on how you can help to implement the child's program and
coordinate service with the team members. The person conducting the staffing will usually ask at some
point near the end of the meeting, if anyone has any other information, questions, or concems. If you have
not shared everything you feel is important, that is a good time to do so.

"‘.
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FUNDED ILLINOIS CHILD CARE RESOURCE AND REFERRAL AGENCIES

SERVICE DELIVERY AREA CCR&R AGENCY CENTRAL
(See Attached Map) OFFICE

OPERATIONAL CONTRACTS
—(Jan. lc 1990 = June 30, 1991)

II DeKalb County Coordinated Child Care DeKalb
111 YWCA of Lake County Waukegan
IV YWCA DuPage Child Care Resources Gien Ellyn
VI Cook County Child Care
Resource & Referral Service, Chicago

a cooperative venture of
Day Care Action Council/
Jane Addams Center

X Child Care Resource Service, Champaign/
University of Illinois Urbana
PLANNING & DEVELOPMENT CONTRACTS
{(9an. 1, 1990 - Aug. 30, 1990)
I YWCA of Rockford Rockford
VII Community Child Care Quad Cities
Resource & Referral Center,
a unit of Iowa East Central TRAIN
VIII Illinois Central College East Peoria
IX McLean County Association for Normal

the Education of Young Children/
Cathclic Social Services

XII United Way of Adams Courty Consortium Quincy

XII1 United Way of Sangamon County Consortium Springfield
XIV Children‘s Home & Aid Society Alton
XV Rend Lake Community College , Ina

XVI John A. Lcgan Community College Carterville

In Service Delivery Areas V and XI, no applicants were funded. New applications
for planning grants in these two SDAs will be issued in early March 1990.

Planning and development contracts for these SDAs will run from May 1, 1990
through Dec. 31, 1990.
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VI

VIl

VI11

child Care Resource Organizations
by Service Delivery Area

w——

Agency Name

YWCA of Rockford

DeKalh County Coordinated
Child Care

YWCA of Lake County

YMCA of Metropolitan
Chicaaqo-DuPagce District

Cook County Child Care
Resource & Referral
Service, a cooperative
venture of Day Care
Actiov Council/.Jane
Addams Center

Community Child Care
Resource & Referral
Center, a unit of Iowa
East Central TRAIN

11linois Central College

Address/City

2720 S. Madison
Rockford, TL 61104

145 Fisk Avenue
peKalb, IL 60115

1900 Grand Avenue
Waukegan, IL 60085

739 Roosevelt Road
Building 8, Suite 210
Glen Ellyn, IL 60137

4753 N. Broadway
Suite 726
Chicago, IL 60640

2¢174 Fastern Avenue
pavenport, Iowa 52003

The Child Care Connection
East Peoria, IL 61635

Contact Person/
Phone Number

Ann Garrity
Executive Director
(815) 968-9681

Micki Chulick
Executive Director
(815) 758-8149

Diane Philipp
Director
(708) 662-8670

Flsie Mills
Director
(708) 790-6600

Maria Svihla
Executive Director
(312) 561-7900

Arlys A. Benzon
{319) 324-3236

Jan Deissler
(309) 694-5553/5248
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IX

XI1I

XItlI

XIv

XV

XVI
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Agency Name

McLean County Association
for the Education of
Younqg children/Catholic
Social Services

Cchild Care Resource
Service
University of Tllinois

United Way of Adams

County - Consortium

United Way of Sangamon
County - Consortium

Children's llome & Aid
Society of Illinois

Rend Lake Community
College

John A. Logan Community
College

Address/City

13 Wilmette Drive
Normal, IL 61761

528 Bevier Hall
905 S. Goodwin
Urbana, IL 61801

500 WCU Building
510 Maine Street
Quincy, IL 62301

730 E. Vine Street
Room 114
springfield, IL 62703-2553

4601 State Street
Suite 330
East St. Louis, IL 62205

Route #1

Ina, JI. 62846

Carterville, II. 62918

Contact person/
Phone Number

Carol Weisheit
President
(309) 452-6444

Peggy Patten
Director
(217) 244-5428

Stephen W. Kinkade
Executive Director
(217) 222-5020

Charles C. Riddle, Sr.
President
(217) 789-7000

Gennie Gilmore
Supervisor
(618) 874-0716

Carroll Turner
Dean
(618) 437-3321 X237

Mary Ellen Abell
pjvision Chair
(618) 985-3741



16 SERVICE DELIVERY AREAS

Child Care Resource & Referral

I. Rockford Nortlr

III. Aorora North
II. Rockford South

IV. Aurora Central

VI. Cook

X. Champaign Central

XIII. Springfield XI. Champaign South

East

XIV. East St. Louis

XV. Marion North

-XVI. Marion South




ILLINOIS LEKOTEK SITES

(* Denotes Compuplay)

Easter Seal Lekotek of Southwestern Illinois
United Cerebral Palsy

1209 N. Illinois Street

" Belleville, IL 62221

618/233-0210

Leader--Mary Wescovich

Easier Seal--United Cerebral Palsy
1719 Washington Avenue, Box 219
Alton, IL 62002 :
618/462-8897

Leader--Bob Hansen

CASE/Champaign's Lekotek Center

(OUTREACH: Charleston/Matoon, Danville, Effingham, Paxton, Watseka)
1304 W. Bradley Avenue

Champaign, IL 61821

217/351-1008

Leader--Mary Coash

El Valor Lekotek

1924 W. 21st Street

Chicago, IL 60608

312/942-0523

Leaders--Letticia Albarran & Marisabel Campos

Evanston Lekotek Center*

2100 Ridge Avenue

Evanston, IL 60204

708/328-0001

Leaders--Jodi Essey, Kathy Kahn, & Tracy Wilkin

Lekotek in Flossmoor

Goud Shepherd Center

2220 Carroll Parkway

Flossmoor, IL 60422

708/957-5703

Leaders--Gretchen Stanicek, Barbara Johnson, & Cynthia Marschner

WSSRA Lekotek*

West Suburban Special Recreation Association
2915 N. Maple Street

Franklim Park, IL 60131

708/455-2100

Leaders--Donna Kwasny & Karen Messner



Galesburg Public Library Lekotek Center
(OUTREACH: Aledo, Cuba, Lewistown, Macomb, Monmouth, New Windsor,

Woodhull)
40 E. Simmons Street
Galesburg, IL 61401

309/343-5358
Leader--Victoria Raistrick

Easter Seal Lekotek Center-Kankakee
895 S. Washington Avenue, Box 84
Kankakee, IL 60901

815/932-0623

Leader-Kathy VanBellehem

Lake Villa Lekotek

Lake Parent Infant Center

215 N. Milwaukee Avenue, Box 430
Lake Villa, IL 60046
708/356-6003

Leaders-Lisa Cutler & Char Slezak

DuPage/West Cook Lekotek Center
Regional Special Education Association
1464 S. Muiin Sirest

Lombard, IL 60148

708/629-7272

Leaders-Vikki Daidone & Valerie Fina

. Southern Illinois Lekotek Center
(OUTREACH: Benton, Carbondale, Hurrisburg, Kamnak, Olney)
Southern Illinois Educational Service Center
1107 W. DeYoung
Marion, IL 62959
618/997-4298
Leader-Mary Samuel

LaSalle County Easter Seal Lekotek Center
1013 Adams Street

Ottawa, . IL 61350

815/434-0857

Leader-Chris Myers

Easter Scal Lekotek Center-Peoria*
320 E. Amstrong Avenue

Peoria, IL 61603

309/671-5884

Leader-Shirley Strode

Easter Seal Lekotek Center-Normal
206 S. Linden, Suite 4A

Normal, IL 61761

309/452-8074

Leader-Judy Jones




Rock Island Lekotek Center
_ Easter Seal Foundation
3808 8th Avenue
. Rock Island, IL 61201
309/786-2434
Leaders-Marilyn Whiteside & Jennifer Hlavaty

Rockford Lekotek Center
Fairview Early Education Center
512 S. Fairview Avenue
Rockford, IL 61108
815/229-4230

Clearbrook Lekotek Center*

3705 Pheasant Drive

Rolling Meadows, IL 60008
708/392-2812

Leaders-Lynette Law & Judy Ramirez

Lekotek at SMA/McKinley

(OUTREACH: Park Forest)

170th Street & Cottage Grove Avenue

South Holland, IL 60473

708/333-7812

Leaders-Cindy DeVries, Blair Krapf, Beth Limacher, Karen McGinnis, &
Cynthia Ward '

United Cerebral Palsy of Land of Lincoln Lekotek Center
‘ (OUTREACH: Taylorville)

130 N. 16th Street

Springfield, IL 62703

217/525-6522

Leader-Janet Moulton

Tri-County Lekotek

(OUTREACH: Fulton, Oregon, Rochelle)
Northwestern Illinois Association
3807 Woodlawn

Sterling, IL 61081

815/625-7931

Leader-Jeannette Hielsberg

Southwest Cooperative Foundation Lekotek Center
6141 Kimberly Drive

Tinley Park, IL 60477

708/532-6434

Leaders-Mary Kay Michaels & Donna Pfeifer
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SAMPLE REQUEST FOR INFORMATION LETTER

Your Letterhead

Name:
Address:
Date:

Dear )

is a new student in the

day care program. We would appreciate it

if you could send us any information you have regarding this child that would help us to
meet his/her needs. Cooperating with 2 child's special service providers is required of
our program by the Illinois Department of Children and Family Services.

will be calling you soon to discuss how we can

best work together to meet this child's needs.

Enclosed is a signed release of information form. Please feel free to contact us if any

further information is desired. Thank you very much for your help.

Sincerely,



I authorize

to release

SAMPLE RELEASE OF INFORMATION FORM

Your Letterhead

(special service provider)

(type of information)

to

to exchange
with

(the name of your program)
(type of information)___ - S

(the name of your program)____

in regard to

for the purpuse of _______ (why you want the information)

(child's name)__

Any information you release to us will be held strictly confidential and will not be

released without your permission.

Signature of Parent or Guardian Signature of Witness

Date

Expiration Date



Last 4 digits of Social Security#

. DSC CHILDREN'S SERVICES SURVEY

Please answer the questions as carefully as you can. You need
not sign your name.

GENERAL INFORMATION

A. Current position

1. Student; field of study
2. Teacher

3. Teacher aide

4, Administrator

B. If you have worked with children under 5 years of age;

1. Indicate the agé group you teach or have taught:

2. Have you ever had a child with special needs/problens

‘ in your classroom?

3. Have you taken any classes describing characteristics
and/or teaching methods for exceptional children?

Yes No

Yes No

4. Should students enrolled in teacher education programs
be required to take classes describing characteristics
of and/or teaching methods for exceptional children?

Yes No

MAINSTREAMING

Read the following statements and respond to each using the
following scale:

1l - Strongly disagree 3 - Mildly agree
2 - Mildly disagree 4 - Strongly agree

Mainstreaming is the practice of including children with handicaps
in regular classrooms.

a4
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1. In general, mainstreaming is 1 2
. a desirable educational practice.
2. All children should have the 1 2

right to be in regular preschools.

3. It is feasible to teach gifted, 1 2
normal, and mentally retarded
childcen in the same preschool.

4. Educable mentally retarded 1 2
children should be in a regular
preschool.

5. Visually handicapped children 1 2
who can see standard picture
book material should be in
regular preschools.

6. Blind children who cannot see 1 2
standard picture book material
should be in regular preschools.

7. Hearing impaired children who 1 2
are not deaf should be in
regular preschools.

‘ 8. Deaf children should be in 1l 2
regular preschools.

9. Physically handicapped 1 2
children confined to wheel-
chairs should be in regular
preschools.

10. Physically handicapped 1 2
children not confined to
wheelchairs should be in
regular preschools.

11. Children with cerebral palsy 1 2
who cannot control movement
of one or more limbs should
be in regular preschools.

12. Children who stutter should 1 2
be in regular preschools.

13. Children with speech or 1 2
language problems should be
in regular preschools.




14.

15.

l6.

17.

18.

Children with epilepsy should
be in regular preschools.

Children with diabetes should
be in regular preschools.

Children with behavior
disorders who cannot appro-
priately control their own
behavior should be in regular
preschools.

Children who present
persistent discipline problems
should be in regular preschools.

Mainstreaming will be
sufficiently successful to
be retained as a required
educational practice.

Comments:

N
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PRESCHOOL INTEGRATION INVENTORY

Teachers are ordinarily faced with a wide variety of problems
arising from the many different kinds of children they work
with each day. Below, you will find brief descriptions of

the behavior of a number of exceptional children. In each
case, you are to indicate how you would prefer to handle the
situation if the decision were entirely up to you. Read each
item and circle the letter that corresponds to the appropriate
description at the top of each page.

NA = No Assistance. You could handle such a child in
your regular day care without any fundamental change
in your present procedures.

SA

Some Assistance. You could handle such a child in

your regular day care, provided advice from a specialist
or consultant was made available to you whenever

you felt the need for such aid in dealing with some
particular problem.

ST Supplementary Training. You could handle such a

child in your regular day care, provided there was

a full-time specialist or consultant available at
your center who could provide supplementary training
for the child and frequent consultation for you.

AP Alternative Placement. This child would not be an
appropriate candidate for your day care. The child
would benefit most from being assigned to a special

class or program.

1. John is defiant and stubborn, likely to argue with
the teacher, to be willfully disobedient, and otherwise
to interfere with normal preschool discipline.

2. Barbara wears thick glasses, and her eyes jerk spasmodically
from side to side; she can't see the materials at group
time very well.

3. Chuck can get about only in a wheelchair; someone must
move it for him or carry him in their arms, because
he is unable to control any of his limbs.

4. Donald is 4 years old and does not speak much. What
he does say is indistinct and babyish, with many missing
or incorrect sounds.

5. Terry is 9 months old and has Down Syndrome. She seems

very happy but does not yet crawl or hold her own bottle.
She has frequent ear and respiratory infections.

6. Joey is 2 years old and has cystic fibrosis. He coughs
continually and must have aerosol inhalation therapy
2 to 3 times a day.

o
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10.

11.

12.

13.

14.

NA

SA

ST

AP

No Assistance. You could handle such a child in your
regular day care without any fundamental change in
your present procedures.

= Some Assistance. You could handle such a child in
your regular day care, provided advice from a specialist
or consultant was made available to you whenever
you felt the need for such aid in dealing with some
particular problem.

Supplementary Training. You could handle such a
child in your regular day care, prcvided there was

~ full-time specialist or consultant available at
your center who could provide supplementary training
for the child and frequent consultation for Yyou.

Alternative Placement. This child would not be an
appropriate candidate for your day care. The child
would benefit most from being assigned to a special
class or program.

When Alice wears her hearing aid she hears as well
as any other youngster. Her voice sounds hollow and
flat and is somewhat unpleasant to hear.

Erica can walk by herself, but she falls frequently.
She also has difficulty using her hands to perform
such tasks as cutting, coloring, buttoning, and printing.

Alan wears a leg brace and walks with the aid of crutches.
He gets along quite well by himself and ordinarily
needs no help from anyone.

Tommy is 2 years old and does not yet say single words.
He is easily frustrated and uses some gestures for
communication.

Lisa is 15 months o0ld. She has mild developmental
delays and has very limited use of the right side of
her body, although she can walk.

Susie is 9 months o0ld and vomits frequently because
she has had a problem with metabolizing food. She
is on a restricted diet and lacks energy.

Chuck seems not to catch on to things as quickly as

most and needs to have things explained again and again.
Eventually he appears to learn everything the others

do, even though it takes him longer.

Jonathan is 22 months old and does not yet walk or

say single words. He is highly distractible and has

a very short attention span. He is constantly in motion.
He uses baby mouthing and frequently puts things in

his mouth.



15.

16.

17.

18.

19.

20.

21.

22.

NA

SA

ST

AP

= No Assistance. You could handle such a child in
your regular day care without any fundamental change
in your present procedures.

= Some Assistance. You could handle such a child in
your regular day care, provided advice from a specialist
or consultant was made avaiiable to you whenever
you felt the need for such aid in dealing with some
particular problem.

Supplementary Training. You could handle such a
child in your regular day care:s provided there was

a full-time specialist or consultant available at
your center who could provide supplementary training
for the child and frequent consultation for you.

Alternative Placement. This child would not be an
appropriate candidate for your day care. The child
would benefit most from being assigned to a2 special
class or program.

Jane can tell the direction from which the sunshine
enters her classroom. She cannot see the pictures
in an ordinary storybook.

Cindy is 18 months old and has cerebral palsy. She
cannot sit well on her own, and requires several pieces
of adaptive equipment. She must be fed babyfood, since
she cannot feed herself or eat solid food.

James is a 5 month 0ld with lower than normal muscle
rone;: he rolls in either direction; he is able to sit,
supported, but with a rounded back. His cognitive
and language skills are like those of a 6 month old.

virginia hears most things said in class, but not everything,
even though she wears a hearing aid.

Ben is unable to walk and has been confined to a wheelchair.
He manages this very skillfully and needs very little
help.

Les was born with a malformed left hand which is witheyved
and mishaped up to the elbow.

When Terry was 2, he was run over, losing the use of
both his legs and genitals. He gets around quite well
now, but his bladder discharges into a bag which must
be emptied several times a day.

John has no difficulty on tlic playgrounc or at group
time, but he becomes quite uncomfortable when he has
to use his eyes at close range for anylength of time.

Jay is a two year old. The right half of his body

is tight and uncoordinated. He requires agsistance

in dressing and in using fine motor materials and has
difficulty with stairs. Without supervision, he falls
frequently.

o



24.

25.

Eugene is a one year old who is unsteady in sitting,
is learning to crawl, and is mostly deaf.

Samuel is a 9 month old whose development is like that
of a 4 month old. His cleft palate has been surgically
repaired, and his seizures are controlled with medication.

phei
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TRAINING NEEDS ASSESSMENT

FOR
CHILD CARE PROVIDERS

A. YOUR POSITION

1. What is your position title?

2. What age group do you work with?

3. What is the group size?

4. How many hours a day do you work with the children?

YOUR PROFESSIONAL TRAINING/EXPERIENCE
1. How long have you been in your present position?

2. How much total professional experience have you had with:
a) 0-3 year old children:

b) 3-5 year old children:

¢) school-age children:

3. Have you had any experience with children with special needs? yes no
Describe

4, What is your educational background?
Year Degree Major Professional Centificate

5. Do you have any special training or skills? If so, please describe.

Training Needs Assessment 1



6. Have you taken any courses or gone to any workshops dealing with special needs? If so,

please

describe,

C. TOPICS OF INTEREST FOR IN-SERVICE TRAINING OR INFORMATION
(check those you would like to know more about.)

the special needs of a child I'm working with
information about normal cognitive development

information about normal speech and language development

information about normal social/affective development
information about normal physical/motor development

what makes a child "high risk"
influence of high risk or disabled children on families (including siblings)

how to involve families in my program

ruies and regulations governing special services

communication skills for working with other profcssionéls

how to evaluute ana improve my day care home or center program

how to do the Denver IDevelopmental Screening Test
how to identify children who might have special needs

how and where to refer children that I have concerns about

how to talk to parents about concerns

how to adapt activities according to the needs of a special child I'm working with
behavior management

ways to help a child develop speech and language skills

ways to help a child develop motor skills

ways to help a child develop social skilis

how to work with a ch.ld with special health care needs

child abuse and neglect

how to work with abused and/or neglected children

how to integrate children with special needs into a regular day care setting
attention deficit-hyperactivity disorder (AD-HD)

Training Needs Assessment 2
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___using the New Friends or Kids on the Block programs
___ how to uxplain the needs of a child who is different to the other children/parents.

’ other--please describe:

D. TRAINING OPTIONS
1. Please list several high priority areas or topics (use #1 as top priority):

1. 4.
2. 5.
3. 6.

2. What would be the best way to provide training for you?
naptime workshop(s) in your center or home
evening workshop(s)

_____ Saturday morning workshop(s)
provide reading material

THANK YOU FOR YOUR HARD WORK AND TIME!

. Training Needs Assessment 3




Teacher Name

DEVELOPMENTAL SERVICES CENTER
Teacher In-Service Plan (TiP)

Trainer

Center

Date Written

 E—

Goals/Activities

Person Dates
Responsible Start Target Complete

e ————

Comments

G



DEVELOPMENTAL SERVICES CENTER
Teacher In-Service Plan (TIP)

Teacher Name _Jan Trainer _Nancy
Center _Little Kids'Place Date Written __1/87
Person Dates
Goals/Activities Responsible Start Target Complete Comments

1. Learn ways to individualize education for young | Jan and Nancy
children. _

-use a developmental checkTist for two children 1/87 3/87
in the class. i _

-plan an activity based on a goal derived from 187 387
the checklist 3
2. Leam basic classroom management skills _

-discuss various prevention strategies with " 187  3/87
trainer _

-use problem solving technique to think " 187  3/87
through a plan of action for one child. _ _

-evaluate results " 1/87 3/87 B
3. Find ways to work with Jesse to help his
development. _

-implement suggested techniques and activities " 1/87 3787
as approppriate for my class _

-read handouts related to Jesse's disability ™ 1/87 3787
4. Learn techniques for involving parents " 1/87 4737

Li




ILLINOIS DAY CARE TRAINING CONTRACTORS

® . :

Jan Deissler, Project Coordinator
Illinois Central Coliege

1 College Drive

East Peoria, IL 61635-0001
309/694-5553

309/694-5248

Service Area 2 (Chicago):
Doris Fields, Project Coordinator
Department of Humap Services
Children's Service, 7th Floor
500 N. Peshtigo Court

Chicago, IL 60611
312/744-7256

Maria Svihia, Executive Director
Peggy Reihl, Project Coordinator
Day Care Action Council

4753 N. Broadway, Suite 726
Chicago, IL 60640

312/561-7900

Carla Berry, Ed.D., Executive Coordinator

Chicago Association for the Education of Young Children (CAEYC)
. 410 S. Michigan Avenue, Suite 525

Chicago, IL 60605

312/427-5399

Service Area 3 (Springfield. East St. Louis):
Lucy Campanis - Project Coordinator

Eastern Illinois University

School of Home Economics

Charleston, IL 61920

217/581-2124

Jane Ozier- Project Associate
Eastern Illinois University
School of Home Economics
Charleston, IL 61920
217/581-2124

Service Area 4 (Champaign, Marion):
Nancy Morse - Project Coordinator
Parkland College

Child Development Program

2400 W, Bradley Avenue

Champaign, IL 61821

217/351-2229
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Section lil - Famiiies of Children
with Special Needs

The family: Our partner in caring for the child
The effects of having a child with special needs
Day care for children with special needs
Families may use day care for different reasons
than other families

Day care and family support

Helping families choose and use child care
Siblings of children with special needs
Resources

References

Handouts and supplementary materials
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Section lll - Families of Children with Special Needs

THE FAMILY: OUR PARTNERIN CARING
FOR THE CHILD

The child who comes to us for day care services
does not come out of a vacuum, but out of a
family. Our success in accomplishing what we
want to accomplish for and with that child will be
determined by how well we form a partnership
with the child's family.

It is impossible to generalize about the kinds of
resources that families will bring to this partner-
ship, or even about whether they are willing or
reluctant partners. Some families will have
become extremely well informed about their
child's disability and will be happy to play a key
role in educating us. Others will know very little
or will prefer to act as if the child has no special
needs. Some have had plenty of money and
emotional suppport to cope with the child's spe-
cial needs. Others have been impoverished by
medical bills, seen their social circles reduced
and their marriages damaged or destroyed since
the arrival of a child with special needs.

THEEFFECTS OF HAVING ACHILDWITH
SPECIAL NEEDS

One thing we can generalize about: no matter
what resources a family has, the presence of a
child with special needs always places additional
stress on that family. When a child with special
needs is born or a child is diagnosed with a
disability, the parents grieve for the 'oss of their
“perfect” child and all the plans and dreamns they
had for him or her. Parents go through a “grief
cycle” where they experience shock, denial,
anger, blame, guilt,and finally acceptance. These
feelings do not necessarily occur at any one time
or in any particular order, but are exhibited at
many different periods in the life of the child.
These feelings seemexceptionally strongin tran-
sitional times such as birthdays, moving from a
birth to three program to a school based program,

or when a younger sibling passes an older, dis-
abled child developmentally. Sometimes nega-
tive feelings are directed toward a child care
provider. A parent can deny t¢ himself that the
child is delayed, and thus be angry at the child
care provider that suspects a problem. This is
sometimes the case when a child care provider is
the one to initially suspect or identify a problem.
It also occurs when achild care situation does not
work out for the child. A caregivercanbe blamed
for the child’s inability to cope with the child care
situation. The parent may feel guilty that he put
his child through this difficult experience.
Sometimes parents feel guilty about the child’s

‘disability or their own need to work, and show

this by being overly cautious or protective of the
child. It is important that a caregiver underssand
and respect these feelings in parents.

How a handicapping condition affects the stress
level of the family is influenced by many factors
such as the type and severity of the handicap, the
age and sex of the child, the ability of the child to
respond to adults, the difficulty of caring for the
child, and the resources and support that the
parents have. '

DAY CARE FOR CHILDREN WITH
SPECIAL NEEDS

Over 50% of children live in homes where both
parents or a single parent are employed outside
the home. Chi'dren with special needs are no
exception. In fact, the added costs involved in
mecting the needs of a child with a handicapping
condition or other type of special need may force
even more parents into the work force. Many
mothers who may have stopped working to stay
home to rear children find that they cannot do so
because they may be unable to get health insur-
ance for their child in any other way. Itis safeto
assume that many children with special needs
will need day care. They may need day care for

families - page 1
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Section lll - Families of Children with Special Needs

more years than a child without special needs.
High quality day care for children with special
needs is even more crucial than for other chil-
dren. Finding a program that can meet the needs
of children with anything more than minor dis-
abilities is a major problem for working families.
Unfortunately, it is often the programs that are
having trouble maintaining their enrollment due
to their poor quality that will accept “any kid”.
Contrary to pupular belief, there is NOT special
day care funding available for children with
handicapping conditions. Add the financial
stresses caused by the high costs of day care,
medical care, and insurance to the difficulty of
finding ANY child care (let alone quality child
care), to the grief and extra effort that may be
involvedin raising achild with special needs, and
you have an extremely stressful situation for the
parent(s) of a child with special needs.

FAMILIES MAY USE DAY CARE FOR
DIFFERENT REASONS THAN OTHER
FAMILIES

Parents whose children have special needs--es-
pecially mothers, who tend to be the primary
caretaker if there are two parents in the house-
hold--may not have had the opportunity to work
or develop careers similar to other parents with
similar back grounds and children of similar ages.
Parenting a disabled child may have vecome
their only "career”. Their reason for seeking
child care may therefore be different from other
parents. As inthe STORY OF TANIKA, theday
care placement may be part of the child's educa-
tional program, rather than for the purpose of
parental employment. In the case of a school-age
child who attends a segre gated educational place-
ment all day long, the parent may desire after-
school child care or surnmer care in a regular
community-based setting for the purposes of
giving the child a mainstreamed recreational
experience. Or in some cases, the day care

placement may indeed be for the parents’ own
needs--but it may not be for the traditional pur-
poses of employment, training, or schooling.
Day care may be used as respite--allowing par-
ents to rest up from the wearying task of raising
a child with disabilities, or managing the behav-
ior of one who is difficult to control.

Of course, some parents whose children have
special needs do apply for day care for the very
same reasons as any other parent--because they
have full time jobs and need a place for the child
to be safe and cared for while they are employed.
But the factthat many such parents have different
reasons has important implications for day care
providers, and are worth thinking about.

First, are your policies sensitive to those who are
not working? Do you give priority to those who
are working full time, thus overlooking the fact
that parents of a disabled child may never have
had the kind of care available to allow them to
seek full time work? Do you give priority to
those who want care for their child five days a
week? What about the parent who needs two
days a week for respite?

Second, how does this affect your relitionship
with the parent? At first, you might be very
pleased to meeta parent who is extremeley inter-
ested in the ongoing activities at your program--
since so many other parents seem too busy to
notice. But after spending forty-five minutes
with the parentevery day for a week, plus-a phore
call or two during nap ‘ime, you realize some-
thing; "This may never end...she isn't
working...keeping an eye on me and my staff is
her job!" To avoid becoming resentful, you will
have to learn to set limits, and to cultivate a
communication style that allows for active par-
ticipation by the parent without exhausting you
or interfering with other responsibilities.

Third, you may find that parents are not as open
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with information as you would like. They may
tell you about Jennifer's mental retardation but
not about her seizures. This is not because they
are dishonest people, but because they have
learned through bitter experience about
discrimination.They know she hasn't had a sei-
zure for over a year, and may never have one
again in her life; but they are afraid you will not
accept her if you know she used to have them.
You will need to develop procedures for dealing
with information like this which may not cometo
you at the time of eriroliment, but which comesto
you in bits and pieces over the course of time.

It is very important that the staff of a child care
center discuss and understand the various ways
that some families of children with special needs
are bringir g different histories and different is-
sues with them to the child care setting. Without
this understanding, the perception of the se differ-
ences may lead to resentments. ("Why didn't
they tell us about the seizures? They obviously
don't respect us as professional!” "Can you
believe Mrs. J...brought Cecille here on Veterans
Day, when all we had was a skeleton staff--and
she doesn't even work on regular days, let alone
holidays...") With greater understanding,a much
better, mutually respectful partnership can be
formed.

DAY CARE AND FAMILY SUPPORT

All families need support, not just fam. ies of
children with special needs, or families of chil-
dren in day care. Caregivers sometimes wonder
if they are becoming social workers. More and
more families with special needs seem to be
coming to them. The Department of Children
and Family Services often places children of
parents in stressful situations in day care as a
respite for the parent. Itis felt that a parent may
need time to relax and get in control of his or her
life. Perhaps the child himself is difficult. Care-

givers need information about how they can
work with the child and the family to best serve
the needs of the child. They may feel that they
have enough to do to worry about the child. If
caregivers understand that the family is a system,
they will see that the child cannotreally be served
apart from the family. Everything that affects the
family will affect the child. By kelping tosupport
the family, a caregiver is also supporting the
child. It can also make their job easier.

Some ways that day care providers can support
families are listed below. This is not a complete
list as each family has unique support needs:

-Provide families with information on child de-
velopment. This information can be providea n
a variety of ways such as informal conversa-
tions, pamphlets, bulletin boards, workshops,
elc.

-Build confidence inparents. Point out what they
are doing well, and how this is affecting the
child.

-Help reinforce the parent-child relationship.
Make parents aware that working or being
apart during the day does not decrease the

amount of attachment that is felt between the
child and parent. Tell parents about positive
things the child said about them during the day.
Point out the child's good qualities to the
parent (e.g. “Tammy is the fastest runner in
the class!” ).

-Don't criticize.

-Give parents the opportunity to use their talents
(e.g. make cookies, fix a toy, play guitar for the
children, do the laundry for the class, etc.).

-Link families to other community resources
such as a respite care program, public health
program, developmental screening program,
mental health program, elc.
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-Help parents to develop a social network within
the child care setting. This might involve intro-
ducing a more isolated parent to a more outgo-
ing parent, providing opportunities for family
social occasions through the child care pro-
gram, providing a place for parents wishing to
have a parent support group, etc.

-Treat parents as partners. In many ways day
care is taking the place of the extended family in
today's highly mobile society.

-Acceptparents as they are. Assume that parents
want the best for their child(ren), and that they
are doing the best they can in the life situation
they are in.

-Be a good listener whenever possible. Don’t
give too much advice or ask toc many questions.

-Provide quality child care. Letting parents
know that their child is happy, secure, and well
cared for while they aie at work or taking care
of others’ needs is the most important way to
help families cope with the stresses of their day
1o day life.

HELPING FAMILIES CHOOSE AND USE
CHILD CAAE

Identifying Needs

The first thing a family needs to do when search-
ing for child care is to identify their needs.
Resource and referral services usually ask very
specific questions about child care needs. What
hours are needed? What location is preferred
(close to work or home)? How much can the
family afford to pay, or who is going to pay for
the child care? What is the age of the child
needing care? How will transportation be pro-
vided? How many children in the family need
care?

The family should identify the child’s needs.
Does the setting need to be wheelchair acces-
sible? Does the child need specialized care such
as tube feeding? Will the child need to receive
therapy services at the child care setting? Does
the setting need to be in a certain location in order
for the school bus to provide transportation?
Does the child need a small group rather than a
large group? Is it better for the child to be with
children of his own developmental level, his
chronological age level, or to be in a family
grouping? Does the caregiver need to know or be
willing to learn sign language? Other questions
that may need to be asked will depend on the
individual child and his family.

Locating Child Care for Children with Special
Needs

The State of Illinois is currently developing a
statewide resource and referral network. It would
be most helpful to parents of children with spe-
cial needs if these agenciescould develop a list of
child care providers who have experience serv-
ing children with special needs. Resource and
referral services ask providersifthey have served
children with special needs. Providers inform
them of any special training such as sign lan-
guage or a nursing background. Early interven-
tion agencies and public school special education
departments may have lists of child care provid-
ers that have served their children. Many park
and recreation departments as well as schools are
developing after-school programs that better serve
all children. Parents are also encouraged to call
the Department of Children and Family Services
(if a resource and referral service is not avail-
able), tolook in the newspaper, to ask friends and
acquaintances for suggestions, to place ads in the
newspaper, and to use college bulletin boards.

When talking to potential child care providers,
parents and others seeking care for a child with
special needs should be advised to describe the
abilities and disabilities of the child for whom
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child care is sought. Labels such as “cerebral
palsy” or “autistic” can be misleading because
many people who have not had experience with
children with special needs are not aware of the
wide range of capabilities that are possible.
Parents should be very honest about a child’s
specific needs. This will enable the providerand
the parent(s) to better evaluate the child’s ability
to function in the setting and the provider’s
ability to meet the special needs of a particular
child. For example, many children with cerebral
palsy do not need to attend a program that is
"wheelchair accessible”. A provider may be
under the mistaken impression that she cannot
serve children with cerebral palsy cannot be
served because the program is in a basement.

Evaluating Child Care

Unfortunately, there are parents who spend more
time looking for the best rump roast than they do
looking for the best child care. Many parents do
not know that they have a choice. They do not
know how to identify quality care for their child.
Some parents choose a child care provider with-
outeven meeting her. Some child care providers
will enroll a child with special needs in their
program without seeing the child or evaluating
whether or not they can adequately meet the
child’s needs. These are big mistakes for all
concerned. Many parents need guidance in
choosing the best child care available. Some-
times all that is needed is information on choos-
ing child care which can be obtained from the
local D.C.E.S. office or Resource and Referral
Service. Some parents will need more help. If
this is the case, perhaps special service personnel
could offer to visit a day care program with the
family.

The family needs to look at the kinds of interac-
tions that occur between children and caregivers,
specifically the caregivers that will be working
with their child. A provider can have a beautiful
facility or home with everything a child could

need or want, but if the program is not warm and
supportive in meeting a child’s needs, thenitis a
poor program and the child will not be happy.
The best recommendation that can be given to
parents s to find a caregiver that has an approach
to working with children that is as close to theirs
as possible. The parents and children will be
more comfortable in this kind of situation.

Parents should consider whether or not a child
can handle a particular setting. Children with
neurological or sensory impairments often feel
overwhelmed in a noisy setting with a large
number of children. It can be very difficult for a
child with special needs if he never experiences
success in the child care setting. He needs to be
able to Yave friends that he can relate to in some
way. Parents should also make sure that care-
givers are willing to cooperate with special serv-
ice providers to reinforce the child ‘s goals and
objectives.

Using Child Care

Professional child care, in some ways, is a rela-
tively new phenomenon in our society. Parents
may be unsure as to what their r le is in dealing
with day care providers. ~ child care consultant
should encourage familics to think of caregivers
as partners in child-rearing, not just as “babysit-
ters” who are just doing this for the money.
Parents should not take advantage of caregivers.
It is essential to follow guidelines set up for
parents. Picking up the child on time and calling
when the child is ill or will not be at the center or
home that day, are important parts of this consid-
eration. Scme parents think that if they have paid
for a time period, then the caregiver should be
able to take their child at any time during that
period. In part, this is true, but most caregivers
have some kind of daily schedule they follow
which gives structure to the children’s day and
lets them know what to expect. It also helps
caregivers to meet children’s needs more effec-
tively. Outings may be planned. Disruptions in
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the daily routine can be difficult for some chil-
dren, especially those with special needs.

Parents should be encouraged to keep in close
contact with child care providers. They should
let caregivers know what kind of night the child
hadorif he ate much breakfast. Parents shouldlet
caregivers know if something has happened to
disturb the child. They should share effective
methods of feeding and discipline. Parents should
feel free to ask how the child is doing or how their
day was. Whenever possible, parents should let
caregivers know when there has been a change in
the child’s routine. Caregivers should know, for
example, that Janie has physical therapy on
Tuesday mornings so she may be more tired on
those days.

The day care consultant should also let parents
know what kinds of information she is giving to
caregivers. Anexample of a note that was lefi for
a parent after a consultation visit to a center is
included at the end of this section. Whenever
possible, the consultant should give parents copies
of any written material that is shared. The day
care consultant can give parents a realistic de-
scription of how the child is doing at day care.
Parents often feel more free to discuss their
concerns about the child care setting to an outside
observer. Reassuring parents that things are
going well can be very helpful. If possible, a
consultant could videotape the child at day care
and let parents actually see what the child is
doing when they are not there.

SIBLINGS OF CHILDREN WITH SPECIAL
NEEDS

The sibling relationship is a major component of
the family system. Often parents must spend a
great deal of their time taking care of, or paying
attention to a child with special needs. Some-
times this takes away from the amount of atten-

tion given to siblings. Parents may become “pre-
occupied” with the special needs child. The less
obvious but no less important needs of the “nor-
mal” sibling can sometimes be overlooked by
even the most sensitive parent. Siblings may feel
responsible for the child’s disability. For ex-
ample, young children, especially, are very ego-
centric and may think that a sibling was born with
a disability because they did not want a babysit-
ter. A sibling may feel guilty for not being
disabled. Fear of the unknown is often in the
forefront for siblings. They wonder what wili
happen totheir sibling in the future. If the sibling
is hospitalized, they may wonder if he is going to
die. These concemns place a lot of stress or a
child. Caregivers need to know how to respond
to their needs.

Having a sibling with special needs affects indi-
vidual children in different ways. One child may
become a*superkid” who tries to get attention by
being perfectand helpful as can be, while another
may become a behavior problem because this is
the only way he can get attention. Children
respond to their parents' anxieties. Even when
they do not understand what is happening, they
sense that something is not right. When parents
are in stressful situations, they sometimes do not
see the siblings' feelings as important.

Some things that caregivers can do to support
siblings of children with special needs include
offering them as much extra attention as pos-
sible, especially when the family is going through
a difficult period. Don’t give the “superkid” too
much responsibility as he is probably getting alot
at home. When a child is upset, reflect his
feelings. Give him words for feelings he may not
understand. Give the child as much correct
information as you can about the sibling. Make
sure to talk to parents to see what kinds of things
they have told the child. Respect their wishes in
what they want the child to know, and how they
want the information to be communicated. Be

families - page 6

~J
—
S




Section Ill - Families of Children with Special Needs

(e

aware of signs of stress. See the module on
social-emotional needs for more information on
this. Let the child play! Include stress relieving
activities such as wateiplay, playdough, art ac-
tivities, active gross motor times, etc. Build the
child’s self esteem by giving him success expe-
riences and positive messages about himself. If
the child is having difficulties that you feel need
more attention, discuss this with the family. Refer
the family tomental health service providers or to
the school social worker. Some agencies serving
people with disabilities have sibling support
groups for children. This may be a helpful thing
for even the most well-adjusted sibling.

RESOURCES

Families and Disability Newsletter

The University of Kansas

Beach Center on Families and Disability
Bureau of Child Research

4138 Haworth Hall

Lawrence, KS 66045

Phone: 913/86 -7600

Sibling Informarion Network

Connecticut’s University Affiliated Program on
Disabilities

991 Main Street, Suite 3A

East Hartford, CT 06108

203/282-7050

Especially Grandparents (newsletter)
2230 Eighth Avenue
Seattle, WA 98121

For Sibs Only (ages 4-9)

and Sibling Forum (ages 10 & up) - newsletters
Family Resource Associates, Inc.

35 Haddon Avenue

Shrewsburg, NJ 07701

The Exceptional Parent Magazine
Psy-Ed Corporation

1170 Commonwealth Ave.
Boston, MA (,2134

Programs to Strengthen Families (resource guide)
Family Resource Coalition

230 N. Michigan Avenue

Suite 1625

Chicago, IL 60601

312/726-4750
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CHECKING OUT THE PRESCHOOL

Concerns for the Child with Special Needs

Teacher qualifications

-What type of college training does the teacher have?

-Has the teacher taken special courses related to the education of
handicapped children?

-Are workshops or training opportunities available for the teacher through
the year? How does the teacher feel about his or her ability to teach
handicapped children?

Teacher's interactions with children

-Does the teacher smile and look directly at the children when talking with
them?

-Does the teacher appear to be physically relaxed with the children when
touching, talking with, and approaching them?

-Do the children appear to trust the teacher and freely turn to her or him for
help, information, and comfort?

-Is the teacher skilled at communicating with non-verbal children? Does she
know sign language? Is she sensitive to non-verbal cues, such as gestures,
facial expressions, postures?

-Where does the teacher appear to spend most of her or his time--working
with children; talking with other adults, parents or staff members?

-Does the teacher display humor and common sense in dealing with children?
-Does the teacher seem to be easily hassled if things are not going right?
-How does the teacher reward and discipline a child?

-Do you feel comfortable with these methods?

-Is the teacher's talk with the children heavily sprinkled with do's and don'ts?

Teacher's attitudes toward individual needs

-Do the teacher's expectations and treatment differ for girls and boys?

-Did the teacher have classroom experience with handicapped children? Did
the handicapped children formerly in the teacher's class have special needs
similar to those of your child?

-Does the teacher's attitude and the preschool reflect through the selection
of pictures, photographs, and books an awareness of and respect for ethnic
and cultural backg:ounds?

-Does the teacher categorize children?

-How does the teacher describe his or her approach to meeting the individual
needs of each child? Do you think the teacher will be able to meet your child's
needs?

Individualized instruction

-How many children are in the class? How many instructors?  (Instructors
might include teacher aides, parent volunteers, older students.)

-Does the ratio of children and instructors teem to be reasonabie?

-Are children grouped for instruction according to skill level or chronological
age? Are groupings flexibie?

-Are special materials and equipment available for children with handicaps
(prone standers, corner chairs, braille readers, books in large print)?

-Do children's needs in different skill areas seem to be taken into
consideration?



The arrangement of space in the preschool

-Is there enongh space for the number of children? Is it divided? Is there an
outdoor play area?

-If space is divided, who goes where? Is the d.vision made by age, sex, interest,
types of handicap? Are there small arcas where. a child can go to be alone?
-Are furniture and equipment arranged in such a manner that your child can
crawl, walk, or navigate in a wheelchair?

-Are there spaces for children to work or play quietly and actively with
materials and equipment?

-Are there adequate areas and facilities for children to rest and sleep?

-Are there special areas for a variety of activities: blocks, reading, dress-up
arts and crafts? Are the potentially noisy and active areas (blocks, jungle
gyms, housekeeping center) separated physically from the quiet areas (books,
puzzles, art centers)?

-Are these areas where specialists (for example, speech therapist, physical
therapist) can work with children and teachers?

-Is the preschool building, including bathrooms and playground, accessible to
children with mobility impairments?

Related support services

-Are related services (such as speech therapy, physical therapy, occupational
therapy, mobility,and orientation training, audiological services, counseling
and health services) needed by your child currently available?

-How frequently and for what period of time are related services available?
-Who provides the related services? What is the relationship between the
tcacher and related-service providers?

-Are services offered individually or in small groups?

-Is the teacher willing to follow up in the classroom on recommendations from
related service providers?

-Is funding for related services a certainty?

-If related services are not currently part of program, does the staff know how
to find and use community resources?

Emotional and social climate of preschool

-Who is the primary population being served? (Observe the classroom and get
to know the characteristics of children currently enrolled.)

-Do the children appear to be comfortable and free with other children in the
group, or are there numerous fights and disturbances?

-Do the children encourage one another, appear to play well with others in
the group, work cooperatively among themselves? Do they do these things
without constant interference from adults?

-Does the teacher help to mediate potentially explosive situations such as
fights over toys, name-calling, or physical aggressiveness?

-Do opportunities exist for handicapped children to interact with non-
handicapped children in the classroom? Do such opportunities exist outside
the classroom?

-How do handicapped children in the program interact with each other?
-Does the program provide opportunities for the children to expericnce risks-
physical and emotional? Is the program overly protective and specialized for
your child? '

‘Do teachers encourage independence? Are children permitted to test their
physical abilitics and master difficult tasks with teacher supervision?



-Are children encouraged to work without teacher attention or reinforcement
for some parts of the day?

Keeping track of child's progress and development

-Are children assessed in all developmental areas such as speech and
language, social, emotional, and physical development?

-Are annual goals and short-term objectives formulated in all developmental
areas?

-How frequently is the progress of children monitored? How frequently and
in what way is this information shared with parents?

-Are parents involved in helping to plan the chiid's educational program?

CONCERNS FOR THE PARENT

Professicnals involvement so parents can relax
-Can parents trust teachers to do a good job teaching the child? (This will have
to develop over time, but do the basic elements of trust scem to be present?)

Frequent contacts with teacher

.Are teachers willing to engage in frequent interactions with parents?
-Are opportunities available for you and the tcachers to have frequent
interactions (for example, at drop-off or pick-up times)?

-Do teachers seem to be willing to listen to what you have to say (including
feelings of frustration, resentment, inadequacy or anger) in an open, non-
defensive and non-judgmental manner)?

-Are parents free to drop in and observe the classroom?

Parent counseling
-Do staff members provide counseling, or is this service provided through
other community resources?

Parent training

-Does the program provide opportunities for improving parent-child
interaction (workshops to increase parents' knowledge and skills,
opportunities to observe staff members and learn educational techniques from
them)?

Program participation

-Does the program provide opportunities for parent participation (advisory
board membership and decision-making opportunitics to volunteer as an aide
in the classroom or with a special project outsidec of the classroom)?

-Are participation opporiunities available for all family members (fathers,
siblings, grandparents)?

Contacts with other parents

-Are structured opportunities available to mcet with other parents who may
share your feelings, perspectives, and needs (parent support groups, potluck
dinners)?

-Are unstructured opportunities to meet with parents available (drop-off and
pick-up arrangements which encourage parent intcraction, having a quict
place with a coffee pot and a parent bulletin board)?



Cost of program

-What is the cost of the program? (The local school system is financially
responsible if educational services for handicapped children ages 3 to 5 are
legally mandated in your state.)

-When are tuition payments due?

-Are scholarships available?

Convenience of program

-How far is the program from your home?

-Are parent car pools encouraged, supported, or avaiiable?
-Does the preschool provide bus service? What is the cost?

Is daycare provided?
-What are the preschool's hours of operation?
-Is a full-day program an option?

Adapted from Choosing a Preschool: A Guide for Parents of Handicapped
Children, by Pamela Winton, Ann Tumbull, and Jan Blacher. Austin, Texas:
Pro-Ed, 1984.
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DEVELOPING AND FACILITATING
WORKSHOPS
Assessing Needs
Well trained staff are the most important compo-
nent of any program, but this is especially true of
programs that provide care for children. In order
to guarantee that the program staff has consistent
training, many programs have turned to inservice
training sessions.

The first step to follow is to carefully evaluate the
program to determine if inservice training seems
to be indicated and, if staff training is indicated,
to determine what the specific areas of training
should be. Several approaches can be used to
determine program needs. Among these ap-
proaches are: 1) systematically observing the
program in progress, 2) asking staff to complete
a staff quectionnaire, or 3) interviewing staff
members.

When evaluation is approached from the per-
spective of self-evaluation and input is solicited
from all the staff, program evaluation can create
a positive atmosphere that promotes staff invol-
ment. The approach that is best for the agency
must be determined by the administrative staff.
After the information has been collected, it must
be carefully analyzed in order todetermine train-
ing needs.

Once training needs are determined, the admin-
istrator must decide how to provide the indicated
training. The best and least expensive resource
for staff inservice training may be the staff
itself...their strengths may be used to plan and
facilitate workshops. If the indicated needs are
ones that cannot be met within the program staff,
it may be possible to have consultants come in to
conduct training. If so, their credentials and past
record of success in programs similar to that of
the agency should be closely scrutinized. Once
the consultant is contacted, a contract should be
signed with him, listing the terms of the training

and any remuneration expected. Consultants,
although thoroughly familiar with their topic
area, may use professional terms that are unfa-
miliar to the participants. It should be stressed
that layman terms be used whenever possible or
that explanations of terms should be given. Itis
also helpful if a facilitator is present when a
¢ 1sultant speaks, to explain professional jargon
1o the participants and, if necessary, to ask the
facilitator for concrete examples.

Determining the Level of the Workshop

If a consultant cannot be located in the commu-
nity, it may be necessary to develop a workshop
to meet specific needs within the program. Itis
of utmost importance to focus the workshop to
meet the personal experience and training of the
staff. The following questions should be consid-
ered: 1) Are the staff members professionally
trained? 2) Are they certified? 3) Are they
experienced in the field? 4) Do they keep their
skills updated? If the personnel to be trained
have little or no prior professional training, it
may be necessary to use simple, non-profes-
sional terms and provide experiential activities;
however, if the level of sophistication, experi-
ence in the field, and previous training are high,
averydifferent type of workshop can be planned,
with the group providing many of the solutions to
the problem themselves through brainstorming
and concensus reaching activities.

Refreshments

Refreshments are a necessary component of in-
service workshops if the training is held during a
working day. Staff members are often tired and
need torenew theirenergy. Fresh fruits, nuts, and
chezse are good choices of nutritional refresh-
raents that will meet this need.

Determining Workshop Qbhjectives

Afte: deciding upon the level of the workshop,
the decision must be reached as to what aspects of
the issue need to be addressed in the workshop.

3
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Once isolated, these aspects become the objec-
tives of the workshop; the points to be covered.
The objectives should be written for the work-
shop participants...whatthe participants will learn
from the workshop. For example, if it is deter-
mined that the staff needs inservice training in
communicating with the children’s families, you
may wish todevelop a workshop on communica-
tion. The objectives will be personalized to the
needs within the program but tnay include such
objectives as 1) To understand how to demon-
strate interest through the use of body language,
2) To ask clarifying questions when necessary,
3) Tomake encouraging sounds to keep commu-
nication flowing, etc. The objectives should be
written, refined, and as the content of the work-
shop itself is developed, refined further.

Outlining the Workshop

After the objectives are determined, the major
topic should be considered. How should this
topic be introduced? Is an icebreaker activity
needed? (This often depends upon the level of
sophistication of the participants and their ia-
miliarity with each other.) Icebreaker activities
can be used not only to break down the natural
reserve of the participants, but also to introduce
the main focus of the workshop. The activity can
introduce the primary focus of the workshop,
then a general discussion can introduce new
concepts and deliver new information. For ex-
ample, if the topic of training is ¢ mmunication,
the opening activity could centeraround an activ-
ity wherin communication among all the mem-
bers is crucial. Perhaps a problem must be
solved, like a scrambled sentence. Each member
of the group might have one word of the sentence.
The rules would state that the words may not be
written down, only stated verbally. In order to
unscramble the sentence, each member of the
group must listen to the others and communicate
his ideas to the group. After the problem is
solved, the concept should be related to the main
topic of the workshop; communication, and how

true communication requires both listening and
speaking.

Throughout the workshop, the more participa-
tion one can draw from the participants, the
better. It is important to remember that if the
participants are actively involved in discussion
and problem solving, they will benefit more from
the workshop.

After new concepts are introduced, another ac-
iivity should be included to give the participants
an opportunity to use the material that has been
presented. This activity may use one of several
experiential approaches such as brainstorming,
(the group volunteers ideas and the facilitator
writes them down without comment) concensus
building (the group breaks into two groups, with
each group addressing a specific question that is
actually one side of an issue. After a specified
amount of time, the groups meet together, com-
pare their lists of answers to the question and then
find commonalities. For example, one set of par-
ticipants might list the parenting skills needed to
successfully parent the normally developingchild
and the other group might list the parenting skills
needed by parents of children with special needs),
vignettes (short scenarios), role plays, (the par-
ticipants play specified parts), etc. This section
of the workshop should not be rushed. Partici-
pants should be presented with an opportunity to
share information with each other, solve prob-
lems together, and assimilate new concepts.

The last major component of the workshop is a
summary of the material and concepts that have
been covered in the workshop. One successful
technique is to conclude the workshop with an
assignment to give the participants an opportu-
nity toindividualize the information to their own
situation.

Developing the Content
Once the objectives and outline of the workshop

workshops - page 2
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Section IV - Workshop Series Outlines

have been determined, the major portion of the
work has beencompleted. All pertinentinforma-
tion must be included in the body of the work-
shop. If the facilitator is not familiar with the
rationale behind the need for the training, it may
be invaluable to include a Background Informa-
tion section in the workshop content.

If possible, prepare handouts to cover major
points of the workshop. These handouts may be
used as resources by the participants. The use of
a chalkboard or flipchart during the workshop
facilitates learning for visual learnersin the group
and strengthens discussions. A list of the mate-
rials that the facilitator will need in order to
successfully conduct the workshop should be
included in the general format of the workshop.

Facilitating the Workshop

The facilitator should be thoroughly familiar
with the content of the workshop. (Many facili-
tators highlight sections that they consider to be
important.) All materials should be gathered
before the workshop begins. Handouts should be
duplicated and well organized. Itisimportant for
the facilitator to realize as the workshop begins
that it is not necessary for her to talk all the time.
The more other people are involved, the more
successful the workshop will be.

The facilitator should listen carefully to other
people’s input and respond accordingly. If nec-
essary, she should paraphrase what the speaker
says. She may need to repeat what is said if other
people have had difficulty in hearing or in under-
standing the speaker. If she paraphrases, she
should ask the speaker if she has interpreted him
correctly. If the activity calls for the group to
divide into smaller groups, the facilitator should
move from group to group, and remain actively
involved.

Whenever possible, the facilitator should write
the participants’ contributions on the chalkboard

or flipchart. It gives value to what has been said.
If the facilitator is facilitating a meeting of people
who do not know her, she should not hesitate to
use an anecdote to reveal that she has experi-
enced similar problen s and understands the dif-
ficulties that the participants are experiencing.

A good facilitator is sensitive, has good interper-
sonal skills, has a sense of humor, and is knowl-
edgeable about the field.

.

g
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EVALUATION OF WORKSHOP

These questions are designed to give the trainer feedback as
to the quality of the workshop. Your assistance in completing
this form will help to modify and improve content and method

presentation.

Today's date: Workshop Title:

Trainer:

Overall the workshop was: __ Excellent __ Good __ Fair
Content of Workshop:

Strongly Mildly Mildly
Disagree Disagree Agree

- Poor

Strongly
Agree

1. I feel the information 1 2 3
presented in this workshop
will help me in my work.

2. The methods (group experiences, 1l 2 3
worksheets, role play, lecture,
brain storming) used during this
workshop wece helpful for
increasing my knowledge and
understanding of the material.

3. The trainer presented material 1 2 3
in a clear, concise manner.

4, The trainer encouraged gques- 1 2 3
tions and answered them
sufficiently.

Qverall:

1. What did you like the best about the workshop?

2. What did you like the least about the workshop?

4

3. What additional training do you feel you need in order to

implement suggested procedures?

4. Additional Comments:



Section IV - Workshop Series Outlines

WORKSHOP I: ORGANIZATION
IDENTIFYING CHILDREN WITH SPECIAL NEEDS

Objectives:

1. To understand reasons for early identification and referral of children with possible special needs.

2. To learn methods for identifying children who need follow-up (observing, getting background
information, screcning).

3. To learn common “red flags” that may indicate the need for referral.

4, To learn how 1o scnsitively communicate concems to parents.

5. To learn the process of referral and what referral sources are available.

Materials:

1. Pencils and paper

2. Chalkboard or flipchart

3. Chalk or marker

4. Sample case study cards or overheads

5. Overhead projector and screen (optional).

Handouts and Worksheets:

What are Special Needs?

Examples of Gross Disorders that Suggest Need for Inmediate Attention
Certificate of Child Health Examination

Informal Observations

Charts of Normal Development

Talking to Parents About Concerns

. Referral Sources

Evaluation of Workshop forms

P NS WD =

Preparation:

1. Reproduce enough of the handouts for cach participant to have a set.

2. Prepare case study cards or overheads

3. Prepare handout on “Referral Sources” specific to the area (sce handout “Referral Sources”).

Background Information:

Many chiidren with unidentified special needs attend day care centers and homes. If approximately 10-12% of the
population have handicapping conditions requiring special services, then in a group of 20 children, 2 might need special
services of some kind. Day care providers are in an excellent position to identify children who may have special needs
because they see the child daily and may have other children the same age to use for comparison. Anawareness of “red
flags” that may indicate problems is critical. Caregivers are usually good identifiers, but need information on how to
discuss concerns with parents and where and how to refer children for further evaluation. The presenter is also
encouraged to refer to the modules in this manual for additional information on identifying and referring children with
a specific type of need.

o
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WORKSHOP I: OUTLINE
IDENTIFYING CHILDREN WITH SPECIAL NEEDS

I. HANDICAPPING CONDITIONS

A. Warm-up Activity/Discussion
1. Ask participants questions such as:

a. Have you ever worked with a child with a handicapping
condition?

b. If so, what kinds? (Write specific answers on the board
or flip chart)

¢. Have you ever worked with a child that you thought had
a special need, but 'vas not identified?

d. Why?

¢. What hanpencd?

2. Go over the definition of “special nceds” as listed in the Illinois Department
of Children and Family Services Licensing Standards for Day Care Centers. List these
categories on the board, flip chart, or overhead as they are discussed:

visual impairment

. hearing impairment

. physical impairment

. heaith impairment

speech and/or language impairment
learning disability

. behavioral disability

. mental impairmern.

S Mmoo a0 o

3, Use the suggestions made by participants as examples. Give others that they
may not think of. Remind participants that impairments can range from very mild to
severe and profound.

4. Discuss the term “handicapping”. Explain that it comes from a word that
meens “cap in hand”. Help participants to come (0 the awareness that what makes a
condition “handicapping” is how it affects the child’s daily life and/or learning.

Il. THE IDENTIFICATION PROCESS

A. Purpnse
1. Explain to participar*~ “at early identification is important so that children
can be provided with services . .Juce the impact of a potentially handicapping
condition, or to prevent the condition from getting worse.

B. General Information
1. Typical Development—in order to identifv =~ wpical development, care-
givers need to know what “typical” development is. Caregivers can be referred (o the
handout “Charts of Normal Development” or any other developmental charts. Care-
givers shoult! be encouraged to feel confident about their own abilities to idertify
children whose development is out of the ordinary. Most caregivers have personal

NOTES

workshops - page 6

5




NOTES

Section IV - Workshop Series Outlines

experience withmany children of a particular age and so have a basis for comparison that
many parents don’t have. It is, however, quite common for a caregiver to think the
youngest in a group is delayed or a problem. Itis also common for a child who is bored
orunchallenged tobecome a behavior problem. In this case, moving the child to an older
age group or providing more interesting activities might be helpful.

2. “Cultural Differences”—A child may have differencesin his home environ-
ment that could lead a caregiver to think he was delayed in a particular area. Examples
of this include the "street smart” child who is considered a behavior problem, or a child
who speaks a form of non-standard English may be identified with a speech/language
delay.

3. Misdiagnosed Handicaps—Sometimes one handicapping condition can be
mistaken for another. Caregivers should be aware of this possibility and not be afraid
to speak up if they think this has occurred. An example of this is when a hecaring
impairment is diagnosed asmental retardation. Luckily, mistakes such as these are quite
sare no'w that vision and hearing are routinely screened when referrals are made.

C. “Red Flags”
1. Define the term “red flags”—There are certain things to look for in children
that signal to us that a closer look may be needed. We call these signals “red flags”.

2. Distribute the handout “Gross Disorders that Indicatc Immediate Profes-
sional Attention”. Go over some of the signals on the handout. Overheads cr placards
could be prepared that deal with specific areas listed on the handout. The facilitator
could go over one of the areas in depth and encourage participants to study the remaining
areas on their own. If there is enough time, going over the entire handout would be very
useful.

D. Methods for Identifying Red Flags
1. Obtaining background information—Three methods of obtaining back-
ground information include health histories, parent questionnaires or checklists, and
parent interviews.
a. Health histories can be obtained in written form or by interview. All
licensed day care centers and homes must have an up to date physical
form -or cach child enrolled (sec handout “Certificate of Child Health
Examination”). On this form is a scction called “Medical History”.
This asks the parent for some very basic background information.
Some providers may wish to develop a more complete health history
form that includes such information related to pregnancy and child-
birth such as whuther the child was premature or spent time in a
neonatal intensive care unit.

b. Parcrt questionnaires or check lists can give providers an idca of
the parents’ perceptions of the child’s abilities. Questions such as
“how many words does your child use at home?” can help providers
to compare their observations wii those of the parents.

¢. Interviews with parents at a pre-enrollment conferencce can address
many of the sar.e question: as health histories or parent question-
nairec. Parents can also be informed if children in the program will

receive any kind of screening or follow-up services.

workshops - page 7
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ACTIVITY: Divide participants into three groups. Have one group .

. , . . ) NOTES
develop a health history form, one a parent questionnaire or check list,
and one a parent interview guide. It will be most helpful if participants
who work in the same programwork together. The groups shoulddevelop
these information gathering tools based on the needs of their own
programs or age groups. If the group is small, the entire group could
work together on one.

2. Observation—Participants should be encouraged to use both formal and
informal observation methods. Informal methods include anecdotal records, collecting
work samples, and observing the child’s general appearance. Sce the handout entitled
“Informal Observations™ that is included at the end of this section. Formal observation
methodsinclude tape recordings or videos, frequency charts, time samplings, checklists,
ctc. Itis sometimes helpful if another staff member observes the child to helpa provider
to check out her own perceptions of the child.

3. Screening
a. Explain the process of screening to participants. Screening is a
process that identifics children who need to be referred for further
cvaluation or study for the purpose of identifying a possible handicap-
ping condition, so that intervention or treatment can begin, Screening
tests arc inexpensive, quick, casily administered, and give a quick
overvicw of the child’s pcrformance. They are normative, which
mecans that they compare children of the same age/sex ctc. A child
may fail a screening test and have no special needs, and a child who
does have special needs can pass a screening test.

b. Some types of screening tests include vision screenings, hearing
screenings, and general developmental screenings. All programs
serving young children should have these screcnings done with all
children. The public school usually goes through this process with
older children.,

Ill. REFERRAL.: IF IN LOUBT, REFER!

A. Why Referral is Better

1. If no handicapping condition is found, no rcal harm is done.

2. If achild is not diagnosed, his special needs will probably not be met.
3. A child can be misdiagnosed.

4. You can have a child re-screened if you are unsure

B. Determining Appropriate Referral Sources
1. Diatribute the list of referral sources particular to the arca, A sample is
included in the handouts scction for your information. This list should be reviewed
bricfly to allow for questions.

ACTIVITY : Prepare asetof mir case studies of chiidren with special red
flags. Divide paticipants into groups. The groups are to use their red
flags and referral sources lists to determine the appropriate referral

workshops - page 8
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NOTES

source or sources. When participants have completed the task, have them
come back together and discuss them as a whole. This activity will help
participants to clear up any misconceptions.

C. Talking to Parents
1. This is the area that caregivers have the most concerns about. Discuss the
suggestions provided in the handout “Talking to Parents About Concerns”.

ACTIVITY: Role play a discussion between a parent and a caregiver in
which the caregiver expresses her concerns about a child’s development.
When the role play is over, discuss with the group. This activity can also
be done in small groups.

D. Making the Referral:

1. Discuss confidentiality and the fact. that caregivers must have parental
permission before making arefesral. Sample RELEASE OF INFORMATION forms are
included in the procedures section of this manual. Each agency takes referrals in their
own way. If you are not sure of what to do, try using the telephone. Most agencizs or
schools will take referrals over the phone, and if they won't, they could send you needed

information or forms.

IV. SUMMARY

Reiterate the reason for identifying possible handicapping condi-
tions at the earliest possible time. Ask participants to list three pieces of
information they learned at the workshop. In a small group, participants
can take turns telling one thing from their lists. In alarge group, call on
as many people as you have time for.

REFERENCES

Cohen, T. (1987). Illinois Behavior Management Series: A Workbook for
Inservice Presenters. Great Lakes Resource Access Project: Champaign,
IL

Jensien, G. & Wolfe, B., (1984). How to Conduct a Training Workshop.
TADS production.

Karnes, M.B. Johnson, L. J., Beauchamp, K.F., & Cohen, T. S. (1987).
TIES Staff Workshops: Facilitation Guide. Disabled Citizens Founda-
tion: Champaign, IL
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GROSS DISORDERS:
EXAMPLES THAT SUGGEST THE NEED FOR
IMMEDIATE PROFESSIONAL ATTENTION

SEEING

Red eyes, crusty eyelids or discharge from the eyes

Turning in or out of an eye or eyes (either permanent or
temporary)

Squinting while looking at a near or far point

Unusual sensitivity to light

Excessive rubbing of eyes

Difficulty in seeing the board of working at close range
Bumping into objects or general problems with orientation and

mobilit?'

Lack of spontaneous response of the pupil of the eye to bright-
ness or darkness

Leaning either to the right or left while working on an activity
Pushing a finger, hand, or object against the corner of an eye
when trying to read

Lack of apparent response to peripheral stimuli

Excessive blinking, tearirg or pain when opening and closing

’ eyelids

HEARING
1. Low tolerance for noise or changes in usual patterns of sound
2, Requesting that an order be repeated, that radio or television
\éolume be tumed up beyond a reasonable level, or ignoring a
frection

—=® 0 NOORW b=
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Showing no startle in situation that would normally result in
some such response pattern
Discharge from the ears
Complaining of a buzzing or ringing in an ear
Tuming head in one direction as if attempting to locate or tune
in on a sound
Rubbing ears
OTOR

Limping or showing difficulty in extending extremities
Exhibiting swollen joints

Getting fatigued while walking, running, or engaging in a normal
amount of exercise for children of the same age

Seeming to bend or veer to one side while walking

Favoring one side of the body to a relatively extreme degree

s W= N OO0R W
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EXAMPLES OF GROSS DISORDERS

‘ PAGE 2

6. Having unusual tivuble grasping and/or holding objects
7.  Having pain in an extremity or in the back while walking or
bending

PERSONAL/SOCIAL

. Seeming to have a low threshold or tolerance for frustration

Having excessive trouble in socializing with people

Throwing toys or other objects whenever thing do not go the

child's way

Yelling, shouting or cursing to excess at other people

Seeming to enjoy being alone most of the time; not apparently

interested in being with children of own age

Exhibiting unusual behavior patterns such as whirling hands,

butting head against objects, rocking body back and forth, eating

unusual things, or picking a certain parts of the body

7.  Giving verbal responses that appear excessively disconnected
from personal surroundings or from reality

8. Crying at inappropriate times or in unstressed situations

SPEECH AND LANGUAGE
1. Making sounds that are so unclear, in contrast to those of other
children of same age, that the listener cannot understand what

‘ is being said
Exhibiting excessive nasality, stuttering, hoarseness, speaking
too high or luw in pitch, or hesitating in speech
Pointing at an object when making a request instead of speaking
Seeming to have problems in understanding what is being said
or in following directions

Choosing not to respond to a question or to speak spontaneously
at a level usually characteristic of peers

[

o oe Wb

o s N

GENERAL AREAS OF FUNCTIONING

1.  Being active or inactive at inappropriate times or to an excessive
degree

Coughing, wheezing, or exhibiting other similar types of charac-
teristics that suggest possible health prc’ ‘em

Being absent from school on a continuing basis

Having constant problems keeping up with classmates in physi-
cal activities

1/30/90 msh
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INFORMAL OBSERVATIONS

1. How does the child grasp objects? Is the grasp firm or weak?
2. Has the child established cye, foot, hand dominance?

3. If the child has a physical handicap does s/he compensate with other body
parts?

4. Does the child explore the environment? If so, how?

5. What interactions occur between parent and child, child and peers, child
and objects or materials, child and teaching stafi?

6. Does the child establish eye contact?
7. ‘'What is the child's reaction to physical contact?

8. How does the child express emotions such as fear, anger, frustration,
sadness, contentment?

9. Can the child follow directions?

10. At wht level of play does the child operate (solitary, on-looker, parallel,
associative, co-operative)?

11. How does the child transition between activities?

12. What tasks maintain attention?

13. How long is the child's attention span for various activities?
14. Are there things which create distractions?

15. How does the child problem solve?

16. What is the child's frustration level? What do=s the child do when
frustrated?

17. What reinforces the child?
18. How often must the child be reinforced?
19. What is the length of response time once direction has been given?

20. Does the child comply with requests? What must be done to acheive
compliance?

21. Does the child complete tasks?

22. What are the child's preferred activities?



23.

When does the child perform best?

24, How does the child communicate? With body language? Gestures? Facial
expressions?  Words?

25. Does the child respond to voice tone?

26. What is the average length of the child's sentences?

27. Can the child ask, inswer, and respond to questions?

28. Does the child use plurals, pronouns, present and past tenses?

29. How large is the child's vocabulary?

30. Does the child learn best by seeing, hearing, manipulating or combination
of these?

-~
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TALKING TO PARENTS ABOUT CONCERNS

1. Make parent(s) comfortable--Make sure that the atmosphere
is calm, quiet, and unhurried. Do not catch a parent at the end of a
day when they may be in a hurry. Plan a conference time if possible.

2. Be prepared--Know important information about the child.
Read over any notes or other information you may have. Be
professional. Have objective information.

3. Think developmentally--Talk about the child now and what
the next steps are.

4. Be sensitive yet objective--You are not helping anyone if you
withold n~cessary information.

5. Ask leading questions--"How does Joshua react in this

‘ situation at home?", "How does he compare with your other
children?" etc.

6. Use "I" statements--"I have a concern in this area.", "I need
some help with this.", "I would like to have some additional
information."

7. Use reflective listening--"You're feeling unsure about this.”,
"You sound relieved.”

8. Know what to do néxt--Explore referral sources. Know where
to go to get more help.

©
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PARENT CHECKLIST TO ASSESS DEVELOPMENT OF YOUNG CHILDREN

This is a checklist to help parents assess their young child's
development. Listed are some activities and the usual age
that the child performs that activity. There is also a column
for you to record the age your child begins doing the activity.
Remember, every child develops differently, the ages give are
part of a range. This means that the majority of children

usually do the activity at about that age. It does not mean
that this is the age that every child must be doing it.

If your child is not doing an item at the given age, it is
probably of no concern. Hovever, if your child appears late
in many items, please discuss his/her development with your
doctor. If your child was born prematurely, it is important
to subtract the length of his/her prematurity from the child's
age. Example: A 10 month old infant who was born 2 months
early is comparable to an 8 month old (10 months - 2 months).

USUAL YOUR
ACTIVITIES AGE CHILD
1. Startles to loud noises 1.
2. Looks at your face when in direct 2.
line of vision 1 month
3. Moves arms and legs energetically ’ 3.
4. Moves head side to side while on l.
stomach
5. Becomes quiet in response to adult 2 months | 2.
6. Maintains eye contact 3.
7. Follows face or object from side 1.
to side 3 months
8. Responds to noise with an eye blink 2.
9. Smiles in response to adult talk
and touch 3.
10. Raises head while on stomach 1.
11. Holds a toy 4 months | 2.
12. Coos 3.
13. Reaches for an object 1.
14. Watches hands 5 months | 2.
15. Recognizes bottle 3.
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16. Sits with head erect when held 1.
17. Plays using hands 6 months |2.
18. Laughs 3.
19. Rolls from front to back and

back to front 1.
20. Reaches, grasps and holds with 7 months

1 or 2 hands 2.
21. Turns to sound on either side 3.
22. Searches for dropped object 1.
23. Distinguishes strangers from 8 months

familiar persons 2.
24. Turns % circle while on stomach 3.
25. Grasps small object with whole

hand (except thumb) 1.
26. Vocalizes to gain adult attention 9 months |2.
27. Places bottle in own mouth 3.
28. Imitates familiar sounds (dada, baba) 1.
29. Moves to get a toy 10 months |2.
30. Places objects (block) in container 3.
31. Imitates familiar actions

(waves bye-bye) 11 months {1.
32. Turns head to anticipate path

of moving toy 2.
33. Feeds self with fingers 3.
34. Uses precise thumb-finger grasp 1.
35. Responds to name by looking 12 months |2.
36. Holds out arms and legs on

request for dressing and undressing 3.
37. Pulls to stand 1.
38. Vocalizes word like sounds 13 months |2.
39. Gives objects when asked 3.
{ . Walks 1.
41. Names 5 familiar objects (dog, ball) 18 months |2.
42. Fits boxes or cups inside each other 3.




43. Walks up and down steps 2 years 1.
44, Scribbles with crayon 2.
45. Understands "yours" and "mine" 3.
46. Names familiar pictures (cat, dog) 1.
47. Throws ball underhand 3 years 2.
48. Plays along side another child 3.
49. Uses "in" and "on" correctly 4.
50. Hops l.
51. Draws simple design (circle) 48 months 2.
52. Plays with friends 4 years 3.
53. Asks questions 4.
54. Predicts common "next" events 1.
55. Skips 60 months 2.
56. Uses "he" and "she" correctly 5 years 3.
57. Draws "pictures" 4.
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DEVELOPMENTAL MILESTONES AGES 6 - 12

AGE 6-
-can ride a two wheel bike
-can roller skate
-can tie shoes
-can spread butter with a knife
-can run backward a few feet
-knows right from left

AGE 7-
-can cut meat with a knife and fork (not well)
-can comb own hair
-counts by twos ana fives
-repeats five numbers forward and three backward
-can tell time
-follows a line on a maze
-balances on toes while bending forward at the waist

AGE 8-
-can write cursive
-touches each finger to all other fingers
-can count backward from 20
-can give the right change for a dollar
-can stand on one foot for ten seconds

AGE 9-
-can skim a book
-can multiply and divide
-can join cursive letters neatly
-judges weights in order of their heaviness
-can stand on one foot with eyes closed

AGE 10-
-can skip double dutch
-can do complex fine motor manipulations (build models, do crafts)
-can jump while clapping hands three times
-rapeats a 20 syllable sentence
-understands numbers greater than 100
-balances on tip toes with eyes closed

AGES 11 & 12-
~-can catch a ball with one hand
-can jurup up and touch their heels with both hands
-can reproduce a geometric figure from memory
-can wash a car or do other chores on that level
-can stand on one foot with sole of other foot pressed against that
leg like a stork.

*~
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REFERRAL SOURCES FOR CHILDREN
IN CHAMPAIGN AND FORD COUNTIES

GENERAL DEVELOPMENTAL CONCERNS:

The following programs serve children with a wide variety of special needs. In most cases, one of these
would be the best to call. for any concerns you migh: have. These programs can also refer you to other
sources..

Developmental Services Center 1304 W. Bradley Avenue 359-0287
Childrens's Services Champaign, IL 61821

(for children up to age 3)

Champaign Unit IV Schools 405 E. Clark Street 351-3881
Marquette School Champaign, IL 61820

(for children 3-5 in Champaign city limits)

Urbana Unit 116 Schools 1102 North Broadway 384-3513 or
Washington School Urbana, IL 61801 384-3616
(for children 3-5 in Urbana city limits)

Spectrum Early Childhood Program 405 East Healey 3334890
Colonel Wolfe School Urbana, IL 61801

(for children 3-5 in rural Champaign County)

Ford-Iroquois County 108 E. Front Street 815/265-8601
Special Education Association Gilman, IL 60938

(children in Ford County)

CONCERNS ABOUT HEARING:

Parents should contact the child's regular physician when there is a concern abowt hearing. The regular
physician may refer the child to an ear, nose, and chroat (ENT) Goctor or otolaryngologist if needed. The
ENT will examine the ears and refer the child for further evaluation if indicated. Often the child’s regular
doctor will refer the child to this specialist. Other referral sources include:

Central Association for Special 51 Gerty Drive 333-7023
Education (C.A.S.E))
(audiological evaluations at no charge to families in both Champaign and Ford Counties)

Champaign-Urbana Public Health 710 North Neil 352-7961
Champaign, IL 61820

(hearing screening no cost) at day care centers for children over age 3 and in the clinic on Tuesday mornings

for children below age 3)

Hearing Education Program 101 W. University Ave. 351-9669
Christie Clinic Champaign, IL 61820

(will conduct outreach screenings at no cost for children below age 3 in both Champaign and Ford
Counties)

YISION CONCERNS:

Most children in public schools are screened for vision in kindergarten, third, and fifth grades. Parents can
be referred to an optometrist or ophthalmologist for hearing testing depending on the age of child and the
complication of the problem.

Champaign-Urbana Public Health 710 North Neil 352-7961
Champaign, IL 61820
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(vision screening can be done at day care centers for children ages 3 and up and in the clinic on the first
Tuesday mornings of the month for children who live in Champaign or Urbana)

‘ Central Association for Special 51 Gerty Drive 333-7023
Education (C.AS.E.)
{vision screenings at no charge to families for children in both Champaign and Ford Counties)

MOTOR/PHYSICAL CONCERNS:

Parents should be encouraged to discuss concerns in the motor or physical area with the child's physician,
Physicians must give permission for occupational or physical therapy ewaluations. Refer also to the sources
listed under General Developmental Concems.

SPEECH/LANGUAGE CCNCERNS:
Sources listed under General Developmental Concems are also appropriate for concerns in the
speech/language area. Another referral source is:

University of Illinois 901 S. Sixth St. 333-2230
Speech and Hearing Clinic Champaign, IL 61820
(sees ch'dren and adults of all ages for screening, evaluation, and treatment on a sliding fee scale)

HEALTH CONCERNS:
Health concerns should be addressed by the child’s physician. A child may need to be seen by a specialist for
concerns in specialized areas. Local public health departmenws are listed below.

Ford-Iroquois Public Health Dept. B-10 Courthouse 379-2523
Paxton, IL 60957
Champaign-Urbana Public Health 710 North Neil 352-7961
‘ Champaign, IL 61820
Francis Nelson Health Center , 1306 N. Carver 356-1558

Champaign, IL 61820

SOCIALEMOTIONAL/BEHAVIORAL CONCERNS:

CHILD ABUSE HOTLINE 1-800-25-ABUSE

Champaign County Mental Health Ctr. 600 E. Park St. 351-8811

Child Adolescent Program Champaign, IL 61820

University of Illinois 505 E. Green 353-0041

Psychological Clinic Champaign, IL 61820

Dept. of Children & Family Services 508 S. Race St. 333-1034
Urbana, IL 61801

Parents' Anonymous 1819 S. Neil St., Suite D. 359-8815

Children's Home & Aid Society of IL Champaign, IL 61820

Community Resource & Counseling Ctr.  Pine St. & Route 45 379-4302
Paxton, IL 60957




Section IV - Workshop Series Outlines

WORKSHOP II: ORGANIZATION
INTRODUCTION TO HANDICAPPING CONDITIONS

Objectives:

1. Participants will learn the difference between a handicap and a disability.
2. Participants will c:.plore their own reactions to being handicapped.

3. Participants will learn the advantages of integration for children and adults.

Materials:

flip chart or chalkboard

markers and/or chalk

materials needed for experience stations
5 large pieces of newsprint

masking tape

e W~

Preparation:

Facilitator should choose activities and prepare experience "stations" around the room where participants can "try on"
a variety of handicaps. The number and type of stations will depend on group size and needs. Specific materials and
directions for setting up stations are included at the end of this section. Some activities can be done with the whole group.
If these are done first, participants can get an idea of how the experience stations can be approached. Place large sheets
of newsprint with the numbers 1,2,3,4, and S on the walls around the room. These will be for the final activity.

Facilitator should wriie the following quote on the board or have it prepared on a flipchart or overhead and leave it up
during the workshop:

“WE CANNOT HELP UNTIL WE UNDERSTAND
WE CANNOT UNDERSTAND UNTIL WE FEEL
WE CANNOT FEEL UNTIL WE BECOME."

Background Information:

One of the most important predictors of success in mainstreaming or integration is teacher attitude. If a teacher or
caregiver believes that a child can be successfully integrated, she is more likely to work toward that goal. If she hasa
positive and accepting attitude toward children with special needs, the child will fecl more comfortable. Caregivers
convey their attitudes to the OTHER children as well. If the caregiver doesn't truly accept the child(ren) with special
needs, neither will the other children.

If a caregiver believes that ALL children deserve quality care, and that there are advantages to serving children with
special needs together with children who are developing normally, the integrated setting can be a positive experience for
all involved.

This workshop is based on the premise that cxperience is the best teacher. Carcgivers will be given the opportunity to
“try on" a variety of handicaps and then perform some simple tasks. Itis hoped that this experience will help participanis
become more aware of how it feels to have a disability and that children with disabilities are first and foremost children.

workshops - page 11
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NOTES

WORKSHOP II: OUTLINE
INTRODUCTION TO HANDICAPPING
CONDITIONS

I. INTRODUCTION

A. Warm-up Activity

Have participants choose a partner. Each partner sho id tell the other what she
did this weekend WITHOUT USING WORDS. Sign languay, ® is allov-d vut writing
and drawing are not. At no time is cither partner allowed to talk  This means that par-
ticipants cannot "check out” what the other person is saying. Allow 5-10minutes for this
part of the activity. Then have caregivers go around and tell the rest of the group what
their partner told them. Only now can partners correct mistakes or let each other know
if a sign or gesture was misinterpreted. Encourage participants to discuss how they felt
during this activity.

B. Definition

Handicapped children have disabilitics in one or more arcas affecting their
ability to leamn or develop at the same rate as others of the same age--their abilitics,
however, may not be affected in ALL areas. Some handicaps are more obvious : severe
cerebral palsy, Down Syndrome, deafness, blindness, ctc. Severe and obvious handi-
caps are not very frequent, but mild to moderate handicaps are more common.

li. WHO ARE CHILDF.cN WITH SPECIAL NEEDS OR
HANDICAPPING CONDITIONS?

A. First and most important, children with special needs are just
children. They are more like other children than they are different.

B. The handicapping condition is only one aspect of the child's total
picture of strengths and weaknesses.

C. 10-12% of all children have some kind of handicapping condition.

lil. SERVING CHILDREN WITH SPECIAL NEEDS IN
INTEGRATED SETTINGS

A. Advantages to Children with Special Needs
1. Normally developing children can serve as models
2. Independence is encouraged
3. Normalized life style
4. Children arc encouraged to strive for greater achicvements

B. Advantages to Children Who are Normally Developing
1. Children leam to accept and be comfortable with individual differences
2. Attitudes become more positive when normally developing and children
with handicaps play togcther regularly.
3. Self concept and the spirit of helping are promoted.

workshops - page 12
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‘ C. Advantages to Caregivers NOTES
1. Gives them the chance to make an impact on a child with a handicapping
condition
2. Enables them to learn techniques that can be just as useful for nonhandicap-
ped children
3. Broadens the caregiver's personal and child care experience

IV. EXPERIENTIAL LEARNING

A. A Whole Group Experience

1. If possible, obtain a copy of "The Unfair Hearing Test" which is available
from the Council for Exceptional Children (see references) in their training manual
entitled "Everybody Counts”. In this exercise, participants are asked to listen as a list
of words is read in a manner which simulates a mild high frequency hearing loss.
Listeners cre told to write down what they THINK they hear. This activity isa wonderful
vehicle for promoting understanding of mild hearing loss such asoccurs in children with
conductive hearing problems caused by ear infections.

B. Learning Stations
1. Explain each of the stations to participants. Encourage them to try each ac-
tivity as they see fit, They may want to work in pairs. The facilitator should circulate
among the stations answering questions and raising issues for participants to discuss or
think about. Be prepared for a great deal of laughter!

. C. Discussion of Experiences
1. After participants have had a chance to try out all the activities, have them
come together es a group again. Go over the quote that has been on the flipchart
throughout the workshop. Encourage participants to reflect upon their experiences and
to discuss the meaning of this quote.

D. Closing Activity
1. The facilitator should have placed the numbers 1-5 on large pieces of

newprint around the room. Tell the participants that they should get up and stand behind
each number that represents their own abilities or disabilities:

a. If you wear glasses, stand by number 1.

b. If you are left-handed, stand behind number 2.

c. If you cannot turn a cartwheel, stand behind number 3.

d. If you cannot drive a stick shift, stand behind number 4.

e. If you cannot type 60 words a minute, stand behind number 5.

V. SUMMARY

Have participants develop a definition for the word handiczpped.
Participants should come up with the idea that we all have things we can't
do but they only become handicaps when they keep us from participating
in normal activities with our peers.

DISABILITY = HANDICAP

workshops - page 13
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MATERIALS FOR SIMULATION OF HANDICAPPING CONDITIONS

Collect and prepare the following materialc for Activity 1
simulations. Typed instructions to cut apart and place with
the materials follow.

1. VISUAL (tunnel vision)

Materials: Glasses or mask with all areas blocked out @xcept
for small hold in center of eye area

Typed copy for reading (story, paragraph or other informatoin
typed across 11" of page).

Instruction Card: Put on the mask (glasses).
Unfold the paper.
Read the story without moving yourhead.

Alternate

Instruction Card: Put on the mask.
Look at your partner.
Describe what is happening on the left
and right sides of the room.

2. VISUAL (patched eye, amblyopia)

Materials: Glasses or mask with right eye space completely
blocked out or eye patch.

Instruction Card: Put on the mask.’
Look at your partner.
Describe what is happening on the right
side of the room. Without moving your
head, move sideways to the left and to
the right.

3. VIsuaL (distored or low vision)

Materials: Glasses with rubber cement on lens for distortion;
color book and crayons

Instruction Card: Put on your glasses.
Select a picture to color.
Stay in the lines as you color.

4. VISUAL (color distortion)

Materials: Dark glasses (such as those given out by optometrists
after eyes have been dilated.) 6 inch cubes (3 dark blue,
3 purple) in a sack or box.
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Instruction Card: Put on the (lasses.
Take out the blocks one at a time.
Name the coloras you hand each block to
your partner.
How many colors did yocu name gorrectly?
P.S. Don't peek at the blocks first.

VISUAL (low or distorted vision)

Materials: Glasses or swim goggles painted with rubber cement
for distortion; magazine article with lots of type and small
print

Instruction Card: Put on the glasses.
Read this article and explain it to your
partner. Look around the room. Can you
describe what is happening?

FINE MOTOR {(hand movement and control)

Materials: Oven mitt or glove with fingers glued together:
box of colored pegs (or other activity requiring finger-thumb
precision)

Instruction Card: Put the glove on your dominant hand.
Do not use your other hand.
Open the box of pegs.
Put all the red pegs in the box 1lid.
Do not spill the pegs.

MOTOR (wrist, hand movement)

Materials: Arm weight: pencil and paper; typed story to
copy

Instruction Card: Put the weight on your wrist.
Copy the story. Do it quickly.

MOTOR (hand movements, coordination)

Materials: Pair of work gloves with fingers glued together;
large shirt or pajama top; large pair of jeans. (If you
cannot borrow a large shirt and jeans, try your local Goodwill
store)

Instruction Card: Put on the gloves.
Put on the shirt and button it.
Hurr:, it's time for school!
MOTOR (gross movement)

Materials: Leg weight

Instruction Card: Put the weight on your ankle.
Skip to the door and back.
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10.

11.

12.

13.

14.

15.

MOTOR (gross movement)
Materials: Rope

Instruction Card: Tie your Kknees together.
Walk across the room.
Try running.
Now hor and jump.

SLOW LEARNING (timed task, too difficult to complete)

Materials: Egg timer; page of difficult arithmentic problems:
sencils

Instruction Card: Work these problems in 3 minutes.
Use the egg timer to time yourself.
Work quickly.
Stop when the time runs out.

LEARNING (visual perceptual)
Materials: Mirror; 3x5 cards or paper; pencils

Instruction Card: Look in the mirror as you write your
name, address; and telephone number on
the card. Now vrite the following sentence
"poppy: Daddy, and Bubba went to visit
Grandmother Doublequip and took their

puppy."

Will you earn an "A" for penmanship?
Did you have to think about writing the
letters p, b, and 4?

LEARNING (visual perceptual)

Materials: Mirror, pencil, design to trace or maze to follow
*»
Instruction Card: Look in the Mirror.
Complete the maze quickly.
Stay within the lines.
Do not look directly at the pattern.
Trace only while looking in the mirror.

LEARNING (visual perceptual)
Materials: Story typed in reverse. (Make this by typing
with carbon paper turned backward or the wrong wvay. This

will print reverse.)

Instruction Card: Read this story.
Write three facts about . it.

SPEECH (mouth movements)

Materials: Wooden spoons, napkins, jar of thick peanut
but.ter
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15. SPEECH (mouth movements)

16,

Materials: Wooden spoons, napkins, jar of thick peanut

butter

Instruction Card:

Put of spoonful of peanut butter on tbhg
roof of your mouth.

Read aloud:

She sells sea sheels down by the seashore.

If she sells sea shells down by the seashore,
how many sea shells shall she sell?

Read it again, very quickly.

SPEECH (mouth movement)

Materials: Mouthpiece (such as used by football players);
jar of alcohol or peroxide to clean mouthpiece; napkins

Instruction Card:

Put mouthpiece in your mouth. Read the
following tongue twister:

Sally sells sea shells down by the seashore.
If she sells sea shells down by the seashore,
how many sea shells shall Sally sell,

showing sea shells by the score?

Drink a glass of water.

Wear the moithpiece while talking to

others.
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WORKSHOP III: CRGANIZATION
COMMUNICATION SKILLS

Objectives:

1. To acknowledge the need to establish communication with parents and other profzssionals.

2. To understand that listening to the other person and attempting to understand what is said are the most
important aspects of communication.

To understand how to use active listening techniques.

To understand how v respond to others.

To understand the use of body language in communication.

To avoid using professional jargon when communicating with parents.

To learn to clarify information by asking questions.

N oLk Ww

Materials:

1. Chalkboard or flipchart (marker or chalk)

2. Activity 1: Slips for relay race (Body Language)
3. Activity 2: Parallel Conversation Role Play

4. Activity 3: Closed Questions

5. Pencils and paper

Preparation:
1. Gather materials
2. Decide how you are going to break the participants into small groups.

Background Information:

Although most professionals who work with young children are experts at delivering information to others, they may
not be skilled listeners...may not have expertise in how to read others’ body language, how to listen to and interpret the
speaker’s tone of voice, how to use active listening in order to encourage the speaker to continue, nor understand how
to ask clarifying quesiions. Many people have read the terms body language and active listening. In actual practice;
however, they may not use communication skills effectively citherin their interactions with parentsorin their interactions
with their fellow professionals.

This workshop is designed to help starif members become more aware of the need to use communication skills on a daily
basis and to give them an opportunity to refresh those skills.

-~
ot
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WORKSHOP 11I: OUTLINE
COMMUNICATION SKILLS

1. COMMUNICATION

A. Activity
Icebreaker (Body Language Relay) This activity is a relay race. Divide the
group into teams of 4-6. Give each person a slip of paper with an emotion on it. The first
person in the line reads a slip telling her to display, say, anger. She acts it out, and the
team guesses the emotion. The next person in the line names the emotion and in turn
reads a slip that instructs her to portray shock, etc. The first team to finish wins the relay.

B. Discussion

Following the activity, the discussion should include the points, that in the
activity, the team could win only if they were expert in reading the other person's body
language. This also applies to real life. In order to understand other people and what
they are attempting to communicate to you, you must be able to read their body lar.guage.
However, reading others’ body language is only one of the important skills that need to
be developed in order to communicate effectively with parents and with other profes-
sionals. In order to best serve children, it is essential to communicate effectively with
other people. This is going to be our topic today. We are going to discuss the skills
involved incommunication. It has beensaid that communication is the basis upon which
any effective relationship must be built. Therefore, becoming skillful communicators
will not only be beneficial to our professional lives, it will also enhance our personal
lives.

Il. INTRODUCTION OF tdEW CONCEPTS:

A. Lecturette: Communication Skills
There are many important skills todevelopin order to communicate effectively
with other people. Most of us are very effective deliverers of information. We have
lcamed through professional training and through experience to deliver information to
other people both through the written word and the spoken word. We are very skilled
at letting other people know what we think...the problem comes in understanding what
the other person is saying to us.

Therefore, in order to establish this understanding, there are several skills that
we need todevelop. What do you think is the first thing that we need todo? WAIT FOR
AN ANSWER. You're right! We need to learn to listen. WRITE LISTEN ON THE
CHALKBOARD OR FLIPCHART. Most of us think that we already listen, but in
actuality, many of us are so busy thinking of the next point that we want to make, that
we really don’t listen to what is being said. In order to really listen to the speaker, we
musiclearour headsof ourownagenda. WRITE CLEAR HEADS OF OWN AGENDA
ONCHALKBOARDORFLIPCHART. As the speaker is talking, we need to look at her.
What is her body telling us? (WRITE OBSERVE BODY LANGUAGE) We need to
listen to the tone of voice...does it match the content of what is being said? (WRITE
ILISTEN TO TONE OF VOICE) and we may need to a:k clarifying questions in order
to understand thecontent of whatthe speaker is telling us. (WRITE ASK CLARIFYING
QUESTIONS) Sometimes we also have to make some kind of an encouraging sound in
order to get the speaker to continue. (WRITE MAKE ENCOURAGING SOUNDS).
Let's discuss each of these points one at a time.

NOTES
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1. Clear heads of own agenda.

ACTIVITY: This activity will be an example of a parallel conversation in
which each speaker pursues her own agenda, with little or no indication
of having heard what the other person is saying. Have two of the partici-
pants read the role play. Discuss. Were the two people in the role play
really listening to each other or were they each following their own
agenda? Did either one of them really communicaze with the other? Have
the participants ever heard this type of conversation? How could it be
better? Go through the role play again. This time have only the first
speaker read her lines. Have the second speaker ad lib a better response.

Discuss the difficuity of actually clearing your head of your own agenda.
Discuss ways that this could be done while still accomplishing the points that the
participant needs o make during the conference or conversation. Suggest making alist
of points that need to be covered before the conference begins. Ask for suggestions.
What have the participants found to be helpful?

2. Body Language:
a. We have all heard the term body language. Let's review the defini-
tion to be sure that we are all thinking of the same thing. Who can tell
us what it means? WRITE THE DEFINITION ON THE CHALK-
BOARD. (One utsinition might be: “the way wr - ommunicate
thoughts and feelings through our body positions and movements”.)
One study reported that message impact is only 7% verbal, (choice of
words), 38% vocal (tone), and 55% body language (McGough, 1974)
soitiscssential that in order to establish effective communication that
onc of the skills we develop is the skill of reading others’ body
language.

b. Brainstorm ways in which others indicate their feelings to us
through their body language. List all ideas on a flipchart or chalk-
board. Be sure the discussion includes (1) signs of anger such as the
way the arms may be crossed, (2) signs of impatience such as drum-
ming of fingers on the table, tapping foot, swinging a crossed leg, (3)
signs of rejections such as tumning slightly away, pulling back, (4)
facial expressions such as anger, tenseness, hr+t, rejection. (5) signs
of boredom such as doodling on paper.

c. Ask for a volunteer. Ask her to talk to you. As she talks, model
the various formsof body language. Ask the paiticipants toread what
your body language is saying to the otbzr person.

d. Ask why it might be important to leam to read others' body
language. Ask forexamples from the floor when the participants have
noticed that someone to whor. they were talking was displaying body
language that might be conrary to what was actually being said. An
example might be a parent whose child is hurting other children. You
have to tell the parent and suggest ways that the behavior should be
handled. As you talk, the parent seems to be agreeing with you, but
you can tell by the way she is holding her arms, and tapping her foot,
that she is rcally angry at what she probably interprets as an attack
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on her child. NOTES

3. Tone of voice

a. What do we mean by the tone of voice? If we listen carefully to the
content of what is said, isn’t thatenough? Why isitimportant to learn
to become skillful atinterpreting the speaker’s tone of voice? Model
the following cxample: Say, “I think you are absolutely right. We'll
dojust what yousay”. Saythisin anextremely controlled, angry voice
with a light smile on your face, looking off to the side, and with your
arms crossed in a rejecting manner. Then ask the participants if they
think you really meant what you were saying. Which clue really was
most indicative of what the spcaker meant, the content of what was
said, or the tone of voice and body language?

4. Clarifying Questions
a. Ask what do we mean by clarifying questions? ALLOW TIME
FOR DISCUSSION Discuss the different kinds of questions that
could be used to clarify information. Discuss the differc nce between
open questions (What types of activities does Johnny like to partici-
pate in at home?) clc sed questions (Does Johnny play ball at heme?),
and indirect questions (You have probably noticed many different
activities that Johnny enjrys). Discuss the difference in the amount
of information gained from each of the questions. Discuss the fact that
cach type of question has its place, but that people often become
resentful and refuse to cooperate if too many closed questiuns are
asked.

ACTIVITY: Have the pariicipants break into their small groups. Give
each group a closed question, have them change it first into an open
question, then into an indirect question.

5. Active Listening

a. What is mcant by the term “Active Listening™? Give examples of
how it can be used skillfully. Discuss “Reflective Listening”, (para-
phrasing what the other person is saying Lo be sure you are interpreting
correctty, for example, “ITunderstand you to say that you think Johnny
acts beiter at home tixan he does here, is that right?”), making
encouraging sounds to get the other person to continue. (Examples:
“Ummm | sce, Goon”)

Ill. PROFESSIONAL JARGON

A. Discuss: Use of professional jargon.
Ask the group to gencrate a list of terms that might be misunderstood by others
such as people in other ficlds, or primary care takers. WRITE THE LIST ON THE
CHALKBOARD/FLIPCHART.

IV. USING THE SKILLS TO SOLVE PROBLEMS

ACTIVITY : Have the participants break into sma’! groups. Each group
will identify a problem that they have encountered professionally when

workshops - page 18 ] [ 8

Q




NOTES

Section IV - Workshop Series Outlines

communication has broken down. This can be a problem with either
parents or other professionals. Give the participants 15 minutes to iden-
tify the problem, and think of a way that communication skills could have
been used to improve the situation. Bring the groups back together for a
general discussion with each group presenting their identified problem.
Allow as much time as you have left for this discussion. This will be the’
most valuable part of the workshop to the participants as they work
together to problem solve their identified problem.

V. SUMMARY

As we work together to provide programs for children, we must learn to
communicate effectively notonly with the child’s primary care giver, but also with each
other within this program and with professionals in other programs. It is vital, then that
we leam to (RETURN TO ORIGINAL LIST OF POINTS TO BE COVERED (1)
LISTEN, (2) CLEAR HEANS OF OUR OWN AGENDA, (3) OBSERVE BODY
LANGUAGE, (4) LISTEN TO TONE OF VOICE, (5) ASK CLARIFYING QUES-
TIONS, AND (6) USE ACTIVE LISTENING.) These are all skills that will enable us
not only to convey information to others but that will enable us to understand what the
speaker is saying to us. These skills are very difficult to master. They require hard work
and dedication in order to really master them. However, the benefits are worth the effort,
because communication is the basis of all relationships.

REFERENCES
McGough, E. (1974). Your Silent Language. New York: William Morrow

workshops - page 19



Emotions for Relay Race (copy as many times as needed)

ANGER
SHOCK
FEAR
HAPPINESS
SADNESS
SURPRISE
DISAPPOINTMENT
o JEALOUSY
PRIDE

BOREDOM
CONFUSION
EMBARRASSMENT

SHAME




CLOSED QUESTIONS

1. Can Johnny talk?
2. Do you think you can do this?
3. Does Tamira have any trouble eating?
4. Do you have any toys Shawn can use?
5. Does Tory get along with the other children?
6. Can Calvin play baseball?
7. Do you know much about language develcpment?
8. Do you work with parents or not?
9. Katie has a lot of problems, doesn't she?
' 10. Staff training workshops are a great idea aren't they?
11. Have you ever seen Jesse throw anything?

12. Do you think Sally is getting along with her teacher at school?

ERIC

Full Tt Provided by ERIC.



PARALLEL CONVERSATION ROLE PLAY

This is a conversation between Jan, an occupational therapist working with Dusty, und
Kathy, Dusty’s day care provider. This meeting was set up so that Jan and Kathy cr ‘I{i _
discuss what Dusty has been doing in therapy and how this can be reinforced whil. 1e is in

day care.

JAN: "Hello Kathy, my name is Jan Black and I"m the occupational therapist who is
working with Dusty."

KATHY: "Hi, I'm so glad to meet you, Jan. I have so much to talk to you about."
JAN: "Great, I do too! I wanted to tell you about the goals we're working on in therapy."

KATHY: "Before you start, Jan, I have a question to ask you. How many children are in
Dusty's class at school?"

JAN: "Well, the class is pretty full now, but I usually take one or two kids out every
morning and so does the speech therapist and the physical therapist."

KATHY: "You know it's going to be really hard for me to work with Dusty at day care in
the afternoon because I have so many other kidd to take care of."

JAN: "It shouldn't be too bad. Some things Dusty really needs to work on are his balance
and motor planning."

KATHY: "Well, we take a short rest time after lunch and the kids have to be quiet and not
move around much then. We go outside around 2:30."

JAN: "Dusty is doing really well in therapy. He's made a lot of improvement since last
spring."

KATHY: "Do you orly see one child at a time for therapy?"

JAN: "Occupational therapists are doing more work with children while they're in the
classroom now."

KATHY: "I have 20 kids in my room with just me and my aide, who's not very helpful.
I don't think I have enough help."

JAN: "I'm sure you can help Dusty! He's a really easy kid to work with and he doesn't
need much at this point.”

KATHY: "I'm glad, because I wouldn't want the other kids to suffer because I have to
work with Dusty. I already have so much planning to do."

JAN: "They won't, don't worry Here's what to do (gives Kathy a three page list) and
here's a book about Dusty's disability. Ineed it back next week, okay?"

KATHY: (Takes things)

JAN: "Well, it's time for me to see my next client. It was great to mect you in person,
Kathy. I think we got a lot done today."

KATHY: "Yes (looks confused)."”
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WORKSHOP IV: ORGANIZATION
BEHAVIOR MANAGEMENT

Objectives:

1. To recognize the similarities in the behaviors of normally developing children and children with special needs.

2. To understand that all children need limits.

3. To understand that adults should exhibit expectations of all children, both normally developing children and children
with special needs.

4, To understand appropriate behavior management strategies.

5. To develop plans for specific behavior problems.

Materials:

1. Warm-up Activity: Blurpland

2. Chalkboard or Flipchart

3. Chalk or Marker
4. Handouts and Worksheets:

Reinforcing Good Behaviors Worksheet
List of Preventive Techniques

Planning Ahead

Steps in Problem Solving

Table and chairs for Blurpland Activity
Napkins

Doughnut holes or cookies

Overhead Projector and screen (optional)

Pencils and paper

© 0 N

Preparation:

1. Reproduce enough of the handouts for each participant to have a set.

2. Gather the materials for the Blurpland Activity.

3. Set up the props for the Blurpland Activity.

4, Gather materials for other activities.

4. Set up the overhead projector (if desired) and the flipchart if a chalkboard isn’t available.

Background Information:

Children with special needs are being identified more frequently and are being mainstreamed into scttings that may not
have previously provided services for them. Children with special needs are first and foremost children, with many of
the same needs that all children have. They may progress at a different rate and have problems that require adjustments
within the group, but their needs are basically the same as those of allchildren. Therefore inorder to develop appropriate
social and behavioral skills, adults working with them should set limits and exhibit expectations of them, The lack of
appropriate social and/or behavioral skills is the most common reason that children with special needs arc not maintained
in an integrated setting.
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WORKSHOP 1IV: OUTLINE
BEHAVIOR MANAGEMENT

I. GETTING ACQUAINTED

A. Warm-up Activity: Blurpland (Included at end of workskop.)
The purpose of this activity is to make adults aware of the way children feel about rules
that they don’t understand: rules that they don’t know yet. The activity itself will be
gone through twice. Once before the participants have heardthe rules and once after they
have been told the rules. They will see for themselvesthat it is much casier toact as others
want you to act if you know the rules ahead of time.

Il. INTRODUCTION TO KEY CONCEP"'S

A. Child Behavior
Comyare the behavior of normally developing children with that of children with special
necds. Encourage discussion. Is the behavior necessarily different if the child’s needs
are different? Do the same strategies apply to children with special nceds? Should the
strategies be adapted in any way?

B. Adult Expectations
Should teachers have behavioral expectations of children with special needs? Discuss
the differences. Emphasize the similarities.

Ill. MANAGING BEHAVIOR

Discuss what is meant by the term, managing behavior. Does this term have cniy
negative connotations? Are there positive implications? Encourage discussion. State
that in this workshop you are going to discuss several different aspects of managing
behavior: how to prevent undesirable behaviors from emerging, how to increase desired
behaviors, and how to decrease inappropriate behaviors,

A. Prevention

Discuss the five major strategies that may be used inorder to prevent behavior problems
from developing. These strategies include: (1) having a developmentally appropriaie
program that considers the needs and interests of the children as individuals; (2)
modeling the behaviors you want the child to imitate; (3) letting the child lcarn from
experience; (4) planning ahead; and (5) making your expectations of the child clear. As
each of the five strategies are discussed, list them on the chalkboard/flipchart. As you
list each strategy, ask the group to give examples. Add any of theexamples thatare listeu
in this workshop that may be omitted by the group.

1. Having a developmentally appropriate program

a. the setting is developed around the needs and developmental level
of the children. The toys are appropriate, the furniture is the proper
size,

b. the schedule meets the needs of the children. If the children arc
young, snacks ard nap times are provided at regular intervals, If the
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chiidren are school aged, snacks and rest times are carefully planned.
‘ ’ P NOTES
c. field trips and activities are planned that arc developmentally
appropriate.

d. having an appropriate balance of child-directed and teacher-
directed activities.

2. Model desired behaviors:

Example: 1f you want children to exhibit quiet voices, speak quietly
Example: 1f you want children to be nonviolent, use disciplinary measures that
are nonviolent. Discuss this with the group. What are violent disciplinary
measures? What are examples of nonviolent disciplinary measures?
Example: 1f you want children to exhibit concemn for others, show concern and
understanding of their problems.

Example: If you want children to use good manners, do so yourseif,

3. Let the child learn from experience. Ask for examples. What is meant by
lcarning from experience? Should you let a child do something that you know will harm
him? Stress the difference between leaming from experience and logical consequences.

a. children can learn by suffering the natural consequences of their acts.

Example: If a child grabs a toy or refuses to share with other children, those

children will not want to play with him,

Example: If an older child cheats when playing games, other children will
‘ refuse to play with him,

Example: If a child refuses to wear gloves his hands will be cold.

4, Plan ahead (relate to the opening activity)

a. plan activities to reduce boredom

Example: 1f a water table is set up daily for preschool children, it will soon lose
its novelty and become boring. However if new activities are introduced, such
as adding food coloring to the water, or simple beaters to make bubbles in the
water, the water table will continue to retain the children’s interest.
Example: Older childen will become newly interested in building materials or
art supplies, if they are introduced to a new country and are encouraged to
recreate the architecture of the country or to make flags or other artifacts that
are associated with the country. These children can become fascinated by
attempting to build an Egyptian tomb or recreatiny; a cave man’s cave.

b. restructure time. Think through the time you have allotted for each activity
throughout the day and the schedule you have set. Where do the problems
exist? How could you change your schedule in order to better accommodate
the needs of the children and prevent undesirable behavior?
Example: Incenters or home care situations where preschoolchildren are being
cared for, it may be important to think about their schedules before they come
to the care provider. Do they start their day around 5:30 or 6:00 a.m.? Have

they been up for several hours by 10:00 am.? Perhaps the schedule needs to
be adjusted by adding an early snack and nap.

‘ Example. Elementary aged children who receive after school care may have
had an exhausting day before they arrive at the care provider. They have been
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NOTES sitting for long periods of time and may need nothing as much as they nezd o
run and shout. Other children may need time alone.

C. plan transitions from one activity to another.

Example: Give both preschool and older children a five minute warning when
an activity is ending.

Example: Use a song that cues the transition.

d. use foreshadowing techniques. Since young children do not adjust well to
abrupt changes, they need to be prepared in advance. This is particularly true
if the change is in the schedule to which they have become accustomed.
Example: If a field trip is being planned, prepare younger children by telling
them what toexpect onthe bus trip. Actitout. Discuss the rules that will apply
before the trip.

Example: Prepare older children by providing books and materials that will
give them advance information about the place that they will visit. Tell them
about the rules before the trip.

¢. modify the environment to eliminate problems. P-ovide sufficient space and
materials. Children may exhibit aggressive hehavior in order to retrieve an
object, privilege, or territory. It is difficult for children to determine whether
or siotanother’s act is accidental or intentional; therefore sufficient space must
be provided in order to prevent accidental acts of aggression from occurring.
Lxample: Tumn a toy shelf away from a group activity area, arrange fumiture
in such a way that running is not encouraged, keep drums and other loud
instruments put away until music time. Providers should child proof

the home by covering electrical outlets, putting all sharp instruments safely
away, and viewing the area from a child’s perspective.

5. Be sure that the child understands your expectations of him and be sure that
you have reasonable expectations for an individual or group.

a. speak at the child’s level. Do not speak either below or above the child's
level. Do not patronize the child.

b. do not use commands when speaking to the child; however, always keep in
mind that if you ask questions, you must live with the answer. If the child 2as
no choice, state simply, “It’s time for you to ...".

c. use limited choices rather than free choices. A child needs limitations. For
example, instead of asking the child what he would like to play with, ask him
if he would like to play with the blocks or the dolls.

B. Increasing Desirable Behaviors: Positive Reinforcement
1. What positive reinforcement is: Positive reinforcement consists of follow-
ing adesired behavior immediately by something pleasant to encourage it to occur again.

a. positive reinforcers are something a person likes, for example food, a hug,
or playing a game that the child enjoys.

b. one should use a variety of reinforcers.

2. What to reinforce: Reinforce the g_oédﬁ_ehaviors that need to be increased. .
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. It may be necessary to have someone else observe the child in order to get a clear NOTES
definition as to what the good behaviors are.

3. When to use reinforcement: You should begin by reinforcing the desired
behavior each time it is exhibited until the behavior is well established. The reinforcer
should immediately follow the desired behavior. Once the behavior is learned the
reinforcer can be gradually reduced.

4. Ask the group for other strategies forircreas’ g desirable behaviors that they
have found to be successful.

C. Decreasing Inappropriate Behaviors
Discuss what these behaviors might be. Discuss the inappropriate behaviors exhibited
by the age group represented by the participants present
1. Extinction: If the behavior is not serious but simply annoying, the best
strategy is to ignore the behavior, (Examples of this behavior may be the use of
unacceptable language or a habit of interrupting other people)

a. the behavior must be ignored every time it occurs. At first this technique
may lead to an increase instead of a decrease in the undesired behavior.

b. in order for this strategy to succeed, everyone involved with the child must
be consistent, the behavior must be ignored whenever it occurs.

2. Time out: This strategy is often overused. It should be used sparingly, and,

for young children, for very short spans of time. If the undesired behavior occurs during

‘ anactivity that the child enjoys, it may decrease the behavior to consistently remove him
from the activity whenever the behavior occurs.

3. Substitution: Replace an inappropriate action, toy, etc. with amore appro-
priate one. For example, replace a dangerous toy with a safe one.

4. Logical consequences: Logical consequences are similar to allowing the
child to suffer the natural consequences of his act but the adult intervenes because the
natural consequences are too dangerous or no natural consequence is available.

a. examples of this would be a child playing in the street. The adult would
intervene to prevent the natural consequence from occurring.

b. common mistakes that may occur when this strategy is employed:
1. results not related to the problem
2, results not acceptable
3. not following through

5. Negative scinforcement or punishment: This is something unpleasant that
follows a behavior that causes the behavior to weaken or decrease.

a. usc as a last resort
1. doesn't teach the child what to do
2. can harm the adult/child relationship
3. itis notalong term solution to the problem
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4, The adult is modeling a behavior that she doesn’t want the child to
imitate.

D. Grouap Discussion of Additional Strategies
Ask the group for other strategies that they have found helpfulin decreasing undesirable
behaviors. (Add the strategies to the above list).

IV. SOLVING PROBLEMS (List each step on the chalkboard/flipchar)

A. Steps to follow
1. Define the problem behavior: The problem must be clearly definzd before
itcan be eliminated. The first step is to determine what the specific behavior is that is
causing problems. A consultation of all the adults involved may be necessary in order
to identify the problem,

2. Gather data about the probler 1. Document such information as:
a. how often the behavior occurs

b. at what time of day the behavior occurs

c. who is present when the behavior occurs

d. what happens before and after the behavior occurs

d. what you think may be triggering the problem.

3. Think of all possible solutions to the problem, Consult other teachers, other
professionals who come in contact with the child, and the child’s parents.

4. Considering all the possible strategies, determine which one seems most
appropriate for this child in this particular situation.

5. Evaluate the results. Meet again with the other adults involved after
several days to see if the chosen strategy is working. If not, choose an alternative
approach to the problem.

B. Group Activity
1. Break the participants into pairs (preferably pairs that work with the same
group of children). Provide each pair with paper and pencil. Tell the group that you want
cach pair to identify a specific behavior problem in their class, write it out, and develop
a behavioral plan,

2. Bring the group back together to share the plans. Discuss the plans. Should
the plan be successful with the targeted child? Does anyone have any suggestions as to
how it could be adapted?
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V. SUMMARY

Summarize the main noints of the workshop: (1) that children
with special needs and children who are developing normally have many
of the same behavior problems. Emphasize that the main differences may
lie in the intensity of the behavior and the rate at which the child develops.
(2) Stress the fact that adults should set limits and have behavioral expec-
tations of all the children with whom they work; that if ihey do establish
the fact that all the children are expected to adhere to the rules of the group,
follow the limits that have been established, and meet certain expecta-
tions, that all the children will behave more appropriately and develop
more positive self-esteem.
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BLURPLAND ACTIVITY

To the facilitator: You are going to have a “party”, held in Blurp!and
Blurpland has a special set of rules for parties; you will be the native
Blurplander. When a group member breaks a rule, you'll respond as
stated in the rules below. You’ll run the party twice...the first time, YOU
WON'T TELLTHEGROUP THE RULES UNTIL AFTER THE PARTY.
The adults may feel some of what children feel when they’re growing up,

NOTES

|
.
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NOTES

anddon’tyetknow therules. They’ll see for themselves how much easier
it is the second time, when you've told them the rules ahead of time. For
props, you'll need napkins, which you'll distribute to the group. You’ll
serve “donut holes” to eat.

RULES (Remember to keep them secret until after the first run-through,.

1. First, at Blurpland parties people are supposed to talk and make
a lot of noise. Even if they cannot think of anything to say, they should
bang on the table or start whistling.

2. Nofingers on food-they may use their palms, but touching food
with fingers is thcught to be bad. If the participants use their fingers, point
at them and make a disapproving noise. Don’t tell them what is wrong.

3. Napkins are kept on a shoulder, not in the lap.

4. In Blurpland people say “thank you” when they want some-
thing and “please” after they have gotten it and want to express gratitude.
Soif people say “‘please” when they are offered something (like food), the
person who is offering it should wait to hear “thank you™ before giving
the food.

For the party, have participants sit down around a table or pull their chairs
into a circle. After they are seated, give participants napkins, but don’t
say anything. Hand them their napkins by placing them on their
shoulders.

Now go around with the donut holes and stop next to each person. Ask,
“Do you want one of these?”’

WHAT THE PARTICIPANTS WHAT YOU
MIGHT DO WILL DO
1. Say “Yes”, or “Yes, please. 1. Wait to hear “thank you”. If you

don’thear “thank you”, say “maybe
another time” and move on.

2. S1y, “No thank you.” 2. Say, “Make up your mind!

3. Say, “Thank you.” 3. Give themone and wait for them
to say “‘please.” If they don’t say
“please” they’ve been rude. Take
the donut hole back.
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. While you go around the table, mutter to yourself about what a rude group NOTES
of children you are t'ying to entertain.

After you have gone around the table once, pick two people who have
been especially noisy and outgoing, and give themezch some donut holes.
Tell the group, “Atleast two persons know how to act. The rest of you are
hopeless.”

As the two people begin to eat, point at their fingers and make clucking
noises in a disapproving way.

After they have finished, tell the group that the Blurpland party is over.
ASK: How do you feel about this party?

TELL: Now we're going to try the party again, but this time I will tell
you the Blurpland rules, so you'll know what is going to happen:

1. First, at Blurpland parties people are supposed to talk and make
alotof noise. Evenif you cannot think of anything to say, you should bang
on the table or start whistling.

. 2. No fingers on food; palms are okay.

3. Napkins are kept on your shoulder.

4. “Thank you” means “please.” After you get something, you
must then say “please”.

Repeat the activity. It will go better this time because the participants
know the rules.

Discussion. Ask what things changed in the second party?
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LIST OF PREVENTION TECH''IQUES

‘ 1. Modeling the behaviors I want my child to imitate.

2. Letting your child learn from experience or from the natural
consequences of his actions.

3. Planning ahead
a. plan activities to reduce boredom
b. restructure time
c. plan transitions
d. foreshadowing

‘ e. modify the environment

4. Have clear expectations for your child.
a. speak at the child's level
b. questions vs. commands
c. limited choices vs. free choices

d. Grandma's rule




PLANNING AHEAD HANDOUT

‘ 1. Plan activities to reduce boredom.
2. Restructure time.
3. Plan your transitions between activities.
a. natural transitions
b. warnings before transitions
c. rituals
4. Foreshadowing (explaining new activities to your child)
5. Modifying the environment
. a. limiting the environment
b. adding to the environment

c. changing the environment
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REINFORCING "GOOD" BEHAVIOR WORKSHEET

1. Pick a behavior you would like your child to do more of
and clearly define it.

2. Decide on an appropriate positive reinforcer for your child.

3. How will you reinforce the child when she is just learning
‘ the behavior? :

4. How will you reinforce the child once the behavior is well
learned?




"COMMON PROBLEMS USING REINFORCERS"

If you are trying to reinforce a behavior and the behavior
is not increasing, something is wrong. There are 4 questions
to ask yourself in trying to solve the problem.

1.

Am I positively reinforcing the behavior IMMEDIATELY after
the behavior takes place? Even a small delay will cause
positive reinforcement to be less helpful.

Am I positively reinforcing the desired behavior every
time it occurs?

Is the "reward" something that the child really wants?

Is the desired behavior specific enough that someone else
could use it and reinforce your child?



STEPS IN PROBLEM SOLVING

1. Define the problem behavior

2. Gather data
a. How often does the behavior happen?
b. What time of day does the behavior happen?
c. Who is around when the behavior happens?
d. What happens before and after the behavior occurs?
e. What may be causing the problem?

3. Ask yourself some questions
a. What have I already tried?
b. What works with this child?
¢c. What can I do to prevent the problem behavior?
d. Is the behavior common for this age?

‘ e. Do I need to re-evaluate my expectations?

4. Brainstorm
a. List all possible alternatives
b. Ask other teachers for ideas
c. Ask the child's parents for ideas

5. Choose an alternative to try

6. Evaluate the results
a. How .id your alternative work?

b. Do you need to try another alternative?
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ENCOURAGING WORDS

Too often, we make positive comments in a praising manner.
Such comments express our values and opinions, rather than
help children believe in themselves. To express the special
meaning of encouragement eliminate vaiue-loaded words (for
example, good, great, excellent).

Phrases that demonstrate acceptance:

"I like the way you handled thac."

"I like the way you tackle a problem."
"I'm glad you enjoy learning."

"I'm glad you're pleased with it."

"It looks as if you enjoyed that."
"How do you feel about it?"

Phrases that show confidence:

"Knowing you, I'm sure you'll do fine."

"You'll make it!"

"I have confidence in your judgment."

"That's a rough one, but I am sure you'll work it out."
"You'll figure it out."

‘ Phrases that focus on contributions, assets and appreciation:

"Thanks, that helped a lot."

"It was thoughtful of you to .
"Thanks, I really appreciate + because
it makes my job much easier."
"I need your help on "

"You have skill in . Would you do that for
the family?2"

Phrases that recognize effort and improvement:

"It looks as if you really worked hard on that."

"I see that you'‘re moving along."

"I'm glad you tried that."

"Look at the progress you've made." (Be specific, tell how.)
"You're improving in ." (Be specific.)

"You may not feel that you've reached your goal, but look
how far yocu've come!"

Are most of your words and phrases encouraging? Get firm when
needed ~ but remember - most of the day should be spent in
supportive efforts toward the child.
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WORKSHOP V: ORGANIZATION
FAMILY INVOLVEMENT

Objectives:

1. To understand how to make families feel comfortable when talking with or working with child care providers.

2. To understand how to involve families in the decision making processes if they wish to be involved.

3. To understand how to convince parents to be consistent with program strategies at home.

4, To establish understanding between family and child care providers so the child will experience consistency in the
approach taken in his home and in the child care setting.

. To enable the child’s experience to be broadened in its conception to include the home environment.

. To benefit the child care providers by enabling them to gain first hand knowledge of the child’s home environment,

. To understand how to provide educational materials to parents.

~3 O\ Ln

Materials:

1. Flipchart or chalkboard
2. Marker or chalk

3. Handouts

Preparation:
1. Set out the flip chart, marker, or chalk.
2. Duplicate enough copies of the handouts for each participant to have a sel.

Background Information:

This workshop uses the term “family” to mean a variety of family configurations linked biologically or affectively.
Although most professionals realize the importance of involving parents in the day care setting, it can be very difficult
to get an active family involvement program started. Caregivers often become discouraged and adopt the attitude that
families just don’t care. This is not the case. Many families care deeply about the setting in which their child receives
care and want to be as involved in it as possible; however, they may be working and/or are burdened with several small
children. Furthermore, families may not know how to become involved in the program in which their child is receiving
care.
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WORKSHOP V: OUTLINE
FAMILY INVOLVEMENT

|. GETTING ACQUAINTED/INTRODUCTION

A. Ice Breaker

This icebresker requires team work and problem solving. Break the participants into
groups of four. Give each group a sack including the following objects: one raw egg,
some straw, a small plastic bag, a piece of thread (approximately a yard long), a 4"x6"
pieceof aluminum foil, and apaper towel. Teli the groups that the egg istheirbaby. They
are to use the materials to protect the baby in such a way that when the egg is dropped
from (what ever is a high point in your meeting place) that the ‘baby’ will not be hurt.
They are to use only the materials that you have supplied to them to protect the baby.
Give the groups ten minutes to meet to solve the problem. Then have each group drop
its egg. Relate the activity to the focus of the evening, working with parents to provide
the best possible program for their child..

B. Discuss What Families Are Like
Ask the group to brainstorm ideas. Write the ideas on the flipchart/chalkboard. Be sure
they include family needs, resources, and functions. After the ideas are exhausted, have
them compare the list to their own needs. Ask how the families of the children for whom
they provide care differ from their own families in needs, functions, and resources.

C. Discuss Child Care Providers Involving Parents
What benefits can the care provider expect the child to receive from having his family
involved in his program? What benefits can the care providers expect to reap from
having the family involved in the child’s program? Why would it be of benefit to the
family to be involveg in the child’s program?

D. Summarize
Emphasize that in order to be successful at getting families involved in the child care
sctting, the child care provider has to be committed to the task even when it seems
hopeless. State that she has to be convinced that the benefits of establishing a partnership
with the child's home life far exceed the frustrations that may result when the first
overtures are made.

Il. STRATEGIES TO CONSIDER FOR DEVELOPING
FAMILY INVOLVEMENT

A. Discuss
What are the care providers doing presently tc enhance family involvement? List each
approach that is being used. Discuss the success of each approach. Ask for suggestions
from the participants on how some of the approaches might be modified to make them
more successful,

B. Family Involvement Approaches for Center Care.
1. Family contacts
a. informal contacts: Informal contacts may occur when the child is
broughtto thecenier and when sheispicked up. A unique opportunity
is presented at this time to become acquainted with the family and to

NOTES
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discuss family concerns. Some programs have found that it is bene-
icial to plan for assistants to carc for the children during this time to
¢nable the care provider to chat informally with the family. A timeto
build rapport with the family may also occur if the care provider en-
counters the family in the community, This kind of an encounter
should be used only 1o build rapport, not to discuss problems that may
be occuring with the child.

b. formal contacts: Examples of formal contacts are conferences,
newsletters, parent handbook, bulletin boards, home visits, and phone
calls regarding the child.

2. Family Contacts in the Family Care Setting

a. informal contacts: If child care is provided in a home setting, the
family may bring the child to the home and pick the child up. Asin
the center, this is a time when informal interactions can take place
between the family and the child care provider. As in thecenter, if the
home care provider has the opportunity to spend time with the family
during the arrival and departure time, it will contribute to the family’s
fecling of involvement in the child’s care.

b. formal contacts: These contacts may include times when the family
is asked to come to the care setting to a planned event, to help plan
the child’s care, or to help with a field trip or special celebration.
During the conferences in which the child’s care is discussed, the
faraily should be asked for information about the child: information
about his likes and dislikes, fecars, self-help habits, and any health
problems such as allergic reactions to food or other substances.

3. Involving Familics in Education
a. all efforts to provide educational material to the family should
follow two basic guidelines: It should be (1) convenient and (2)
relative to their needs and interests.

b. varied formats might include: newsletters, speakers, bulletin board
displays, observation guides, and obscrvation in the day care setting,

c. topics might include such issues as: child development informa-
tion, nutrition, television philosophy, behavior management, and
self-esteem.

d. familics benefit by observing their child in the care setting. They
gain invaluable information about their child by observing their
child’s abilities, both social and developmental, in comparison to the
normally developing children in the child care setting. The differ-
ences in abilities may be a shock to the families. The child care
provider should be prepared to discuss these differences and also to
stress the similarities between the children.

4. Family Involvement in the Overall Program
a. families can be involved in the general program in both a day care
centerand in a family day care by helping with planning if they wish
to be involved on this level. They can help develop the philosophy,
goals, and objectives. They can serve on adecision making board, can
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help with fund raising decisions.

b. families can help with the overall program by helping implemcnt
activities. They can make materials, help plan and implement field
trips, and volunteer in the care setting.

c. families can be invaluable in helping evaluate the program by
participating in opinion seeking surveys or interviews. They may
simply be asked, “How do ycu think it's going?”

5. Family Involvement in the Child’s Program
a. families can provide information that will enable the child care
provider to plan more appropriately to meet their child’s needs. Ask
participants what kind of information families can provide. They can
provide information to both the family day care and the center care
provider about their child's likes and dislikes, fears, and specific
health needs. They can tell you what will motivate their child. They
can also give you information about their family, information about
what the family needs for the child to learn, information about the
child’s interactions with siblings, and information about the child’s
interactions with adults.

b. if families are involved in decisions regarding the approaches and
strategies used in the classroom with their child, they are more likely
to support the program by following through at home. For example,
if a specific behavior is discouraged in the setting, families will be
consistent in using the approach at home if they have been involved
in developing the approach that is used to discourage the behavior.

C. Support Groups
1. In order to integrate children with special needs into the child care setting,
it is impertant to also integrate families of children who are normally developing with
families of children with special needs. Parent support groups may fill this need with
families meeting regularly on an informal basis, discussing those issues that are of
importance to them.,

2. When plans are initiated to integrate a child with special needs into the
program, it may facilitate matters to discuss the issue with other parents informally. An
informational flyer may be disseminated about the intentions of the program to integrate.
The informational sheet should include the fact that experience indicates that integration
benefits everyone involved, children with special needs, their parents, normally devel-
oping children, and their parents.

D. Brainstorm Strategies
These activities might be used to find out how parents want to be involved in the overall
program. Suggestions could include a questionnaire, an interview, or an informal
survey.

E. Other Families
State that one effective method that has been used to get families involved is for other
parents to involve them. For example, a telephone tree might be established to notify
families of upcoming events or meetings of the support group. Parent to pareni contact

NOTES
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Section IV - Workshop Series Outlines

has found to be one of the most effective means of getting familiesinvolved in the child’s
care setting.

lil. COMMUNICATION SKILLS

A. Discuss the Importance of Communication Skills
State that parents are easily intimidated or frustrated by those in charge of their children,
so it’s especially important for child care providers to use such skills as:
i. Attending (paying attention to what the other person is saying)

2. Asking questions to clarify what the speaker has said
3. Using body language that indicates interest and respect for the speaker

4, Speaking in easily understood terms--no jargon.

IV. BARRIERS TO PARENT INVOLVEMENT

A. Encourage Discussion
The group should discuss problems they have encountercd in their efforts to involve
parents in the overall program or in their child’s program.

B. Barriers
1. Families don’t have time. This is a serious concern. In many families both
parents are wurking and are very limited in the time they have to devote to other
activities. This constraint makes it even more importantto be sure that if you have parent
meetings or ask parents to volunteer their time, that the time is wisely used and is
beneficial to the parent, the program, a2nd o the child. Parents often also have more than
one child and thus can’t spend all their tisne on one child’s program.

2. Families don’t seem to want to be invalved. If this appears to be the case, ask
yourself why? It may be because they don’t feel comfortable in the classroom
environment, they may have a low seif-esteem, they may be experiencing too much
stress and/or may have personal problems. Some child care providers become so
frustrated that they begin o feel that the parents don’t care what happéns to the child.
This is not true. Parents care very much about their child; however, they may fecl
inadequate in an unfamiliar setting,

3. Families seem (o lack the skiil/knowledge to be involved in the child care
program. Al! adults have some skills that can be encotirsged. It inay iake some probing
to discover the skill that a particuiar family has to offer. If a family would fecl
comfortable volunteering in the setting, center or family day care, young children may
justneed someone Lo fisten orto help them (another pair of hands)and older chiidren may
need someone to talk o or to listen to them read or help with a project.

4. The family is intimidated. This barrier may exist because of a past experience,
Informal contacts can help eliminate this attitude over a period of time.
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V. SUMMARY

There will be a more meaningful experience for everyone involved, if the families become
involved in the setting in which their child receives care. The care given the child will be more
appropriate for the child, the family, and ultimately for the program itself. For this reason, it is
important to encourage the families to become involved at whichever level they want to be involved.

This type of involvement may be especially important for the parents of a child with special
needs. As they see their child in comparison to normally developing children, they may be shocked,
and need support from others. They will need to be reassured of the similarities between their child
and the other children. They also need to have contact not only with parents of chlldrcn with special
needs, but also with parents of normally developing children.

A
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WHAT IS HIGH RISK ?

The term“highrisk” or*“atrisk” refers tochildren
with a greater than normal chance of showing
developmental delays at some point in early or
later childhood. For school age children, this
may be exhibited in school failure or possible
involvement with the juvenile justice system.
The State of Illinois describes three types of risk:

established risk- diagnosed medical disorders of
aknown edtiology bearing relatively well known
expectancies for developmental outcomes within
varyingranges of developmental disabilities (¢.g.,
Down Syndrome, Fetal Alcohol Syndrome,
orthopedic, oral, maxilofacial, chromosomal
disorders).

biological risk- a history of prenatal, perinatal,
neonatal, or early developmental events sugges-
tive of biological insults to the developing central
nervouse system and which either singly or col-
lectively increase the probability of developing a
disability/delay bascd on a medical history .
Examples of children with this typed of risk
include children with low birth weight, were
born small for gestational age, had anoxia (lack
of oxygen), sepsis, etc.

environmental risk- families and children who
are biologically sound, but whose life experi-
ences, including maternal and family care, health
care, nutrition, opportunities for expression of
adaptive behaviors and patterns of physical and
social stimulation are sufficiently limiting to the
extent that they impart high probability for de-
layed development. Examples of children who
might have environmental risk factors are chil-
dren of teenage mothers, children whose fami-
lies are involved with Protective Services of the
Department of Children and Fam™ | Services,
homeless children, etc. '

The degree of risk is just as high with envi-
ronmnental risk as it is with established or bio-

logical risk. Socio-economic status is the best
factor used to predict later 1.Q. Itis also true that
children born in low SES families are more likely
to have other ¢stablished or biological risk fac-
tors.

SPECIAL CATEGORIES OF HIGH RISK
CHILDREN

Cocaine Babies

Cocaine can affect a pregnant woman and her
baby in numerous ways. Cocaine causes smooth
muscles to contract. The smooth muscles are the
heart and the uterus. Inearly pregnancy, cocaine
can cause miscarriage. In mid to late pregnancy,
cocaine can cause premature labor. It can also
cause the placenta to separate from the uterus
before or during labor. This condition, called a
placental abruption often leads to extreme bleed-
ing and can be fatal for both mother and baby.

In addition to the effects of prematurity, many of
these infants do not grow well in utero and have
low birth weights. Babies born less than five
pounds eight ounces at birth are forty times more
likely to die during the first month of life than
normal babies.

Some babies which have been exposed to co-
caine in utero will have a stroke, which can cause
irreversible brain damage. Occasionally they
have other internal organ malformations, espe-
cially of the genito-urinary tract. They also have
an increased risk of dying from Sudden Infant
Death Syndrome (SIDS).

Once born, these babies are very jittery and
irritable. They startle and cry and are unable to
calm themselves. They have increased tone and
reflexes and are often described as stiff. Often
these babies are very difficult to console while
they are going through a period of withdrawal in
the first three months of life. Because these
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babies are often hyperirritable, they are often not
able to interact with their mother or other care
providers. These babies are easily overloaded, so
they frequently shut down into a deep sleep and
are seen as nonresponsive or withdrawn. In their
early months these babies are either crying and
agitated or in a deep sleep.

Their behaviors cause these babies to be difficult
to interact with and comfort. Their inability to
interact combined v.ith a mother who continues
to be drug dependent sets up a cycle of poor
bonding between mother and child. Because
they are so difficult to nurture, and give so little
positive feedback, their mothers and other car-
egivers are frustrated and have little patience
with them. These babies are at an increased risk
for child abuse or neglect.

Cocaine babies are often calmed by being tightly
swaddled in a receiving blanket. They aiso are
better able to calm themselves if allowed to suck
on a pacifier.

Research is not complete as to what will be for
these children after infancy. Because of bonding
problems and frequent poor health, they are
considered “high risk for developmental and
learning disabilities” according to Dr. Ira
Chasnoff, adevelopmental pediatrician at North-
western University who has done extensive re-
search on babies whose mothers used cocaine
during pregnancy. The long range effects are not
yet available, but are currently under investiga-
tion. A major challenge is to support the mother
and still protect the infant by promoting parent-
infant interaction (see the section on Families of
Children with Special Needs).

Fetal Alcohol Syndrome

Fetal Alcohol Syndrome (FAS) was first identi-
fied in 1972. Itis a combination of physical and
mental birth defects that directly relate to alcohol
consumption during pregnancy. The majorchar-

acteristics of this syndrome are growth impair-
ments, delays of fine and gross motor develop-
ment, and congenital malformations of the face.
FAS is often associated with mental retardation
(see module on Cognitive Impairments).

Babies born with FAS are abnormally small at
birth, and continue to grow slowly. Their char-
acteristic facial appearance includes widely
spaced eyes, often with droopy eyelids, a short
upturned nose, no groove in the upper lip, and
small flat cheeks. Sometimes there are associ-
ated cardiac defects or a cleft palate. Most
children with FAS have small brains and some
degree of mental retardation with IQ’s less than
seventy. Hyperactivity and short attention spans
are common behavior problems for these chil-
dren (see module on Social/Emotional/Behav-
ioral Problems).

The physical, cognitive, and behavior problems
that most children with FAS have are frequently
compounded by their home environments which
may be dysfunctional. Often their parents have
alcohol or drug problems which may inhibitthem
from providing for basic needs. Generally the
child’sdevelopmental delays escalate because of
the mother’s addiction.

Theincidence of FAS varies according to source,
ranging from one to six per thousand live births.
There are even more children born with fetal
alcohol effect (FAE) which is a milder form of
the syndrome, frequently without all or some of
the identifiable facial characteristics.

Not all children with a particular syndrome are
identical. Each must be treated as an individual
with respect for their own unique strengths and
weaknesses.

AcquiredImmune Deficiency Syndrome (AIDS)
AIDS is cause by a virus that destroys a person’s
defenses against infections. The AIDS virus,

1.
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known as human immunodeficiency virus (HIV),
weakens a persons’s immune system so that he
cannot fight off even the mildest illness or infec-
tion. The virus car also attack the nervous
system causing brain damage.  Children can
catch the AIDS virus from a variety of sources.
The most common method of virus transmission
for children is through the placenta during birth.
Children born to HIV positive mothers may also
test HIV positive. The other common source is
through a blood transfusion, although this is now
rare or nonexistent because all blood is now
tested for the AIDS virus Infants who are born
with AIDS usually do not live beyond the age of
two years. They do not die from the AIDS virus,
but from another illness that they were unable to
fight. For this reason, placement of a child with
AIDS in a group child care situation should be
carefully considered. Because most group child-
care settings are “hotbeds” of infection, this
situation places the child at an extremely high
risk for catching an illness that could eventually
be terminal. It is strongly recommended that
very young children with AIDS be car:d for in as
healthy an environment as possible. The most
likely place may be a day care home with few
other children or in the child’s own home with a
private caregiver. This is especially true for
children whe lack control over bodily functions,
have open wounds or cuts, or display behavior
such as biting. Regardless of the child care
setting, it is of the utmost importance that strict
hygiene practices be observed. Day care provid-
ers should wear gloves whenever dealing with
body fluids such as urine, feces, vomitus, or
blood. Double bagging procedures should be
used for discarding diapers and other materials
used to clean up body fluids.

Caregivers should know that there have been no
reported cases of a caregiver or pareat getting the
AIDS virus from a child. No cases have been
reported of one child getting AIDS from another
child. There would be noreason why achild with

AIDS should not participate in after school or
summerrecreation programs as long as the child’s
physician has been consulted and agrees to the
placement. Parents should be notifi :d whenever
the children have been exposed to any highly
contagious disease. Strict confidentiality regard-
ing achild’s medical history should be observed.

CHARACTERISTICS OF THE HIGH RISK
CHILD

There is wide variablity in the characteristics of
high risk children. Much depends on the type of
risk factors thatare involved. Specific character-
istics thatcan be observed inmany childrenare in
the areas of temperament, attention span, activity
level, and health.

infants- high risk infants may be difficult to com-
fort, may be irritable, hypersensitive, lack re-
sponsiveness to caregivers, have irregular sleep
habits, and/or have feeding difficulties. They are
also likely to have more medical problems such
as upper respiratory illnesses, ear infections, and
asthma.

toddlers and older children- high risk toddlers
and olderchildren are also likely to have the same
types of medical problems as the younger chil-
dren. In addition, they may exhibit L:ypoactivity
or hyperactivity, behavior problems, short atten-
tion spans, and delayed development. Learning
disabilities are common. Sleeping and eating
problems may also persist.

FOLLOW UP WITH HIGH RISK
CHILDREN

Regular follow up is important with high risk
children. Two types of follow up are aecce-
sary-—medical and developmental. It is impor-
tant that high risk children receive regula~ pedi-
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atric exams. The frequency that is required by
day care licensing standards is probably not
enough for the high risk child.

Developmental follow up should be ongoing.
The purpose of developmental follow up is to
catch mild developmental problems before they
become bigger ones. Developmental screening
tests such as the Denver Developmecntal Screen-
ing Test can be done as part of routine pediatric
examinations or they can be done by other health
providers, schools, oragencies. Day care provid-
ers are good observers of children because they
may see the child daily on an ongoing basis. They
may also be able to compare children of the same
age. The information included in the “Identifica-
tion Workshop” will be helpful for the purposes
of following up high risk children.

PROFESSIONALS WHO MAY BE
INVOLVED

medical professionals- pediatrician or other
medical doctors such as neonatologist or otolar-
yngologist, public health nurse, follow up clinic

staff.

educational professionals-early intervention pro-
gramstaff, Headstart program staff, public school
high risk program staff, therapists (speech/lan-
guage, physical therapy, occupational therapy).

SPECIAL PROGRAMS FOR HIGH RISK
CHILDREN

Follow Up Programs

Many communities or counties have programs
that follow high risk children that are referred
directly from hospitals. The State of Illinois has
a program called the Adverse Pregnancy Out-
come Recording System (APORS). In the
APORS system, children are visited appproxi-

mately every four to six months in their homes.
This can be done by public health nurses or other
early intervention programs. On the home visit,
childrenreceive a brief physical exam, as well as
a developmental milestone screening. In addi-
tion, informationabout family function and family
needs is obtained through discussion with the
primary caretaker(s). If the child is showing
developmental delays or health problems, he is
referred toother programs for follow up as needed.
Not all high risk children are in this system.
Children who do not meet the criteria for APORS
may be followed in the same or other programs.
Some agencies have special “high risk” interven-
tion programs that follow children that need to be
followed more closely than every three to four
months but do not yet show developmental de-
lays. These programs are usually aimed at en-
hancing family strengths and helping the family
to provide a stimulating environment for the
child.

School Based Programs

Many public schools now have programs for
high risk preschoolers. These programs usually
have a center based component and a parent
involvement component. In the center based
compon.nt, the children are provided with a half
day preschool program that usually has a strong
emphasis on speech and language. These pro-
grams are very similar to the usual developmen-
tal preschool classroom. The only difference is
that a speech and language pathologist is part of
the program staff. Other types of follow up and
developmental assessment programs are readily
avdilable as needed. The parent components
vary greatly. Some programs include regular
home visits as part of the curriculum. Most
programs encourage parent volunteers. Some
programs offer GED classes on-site. The possi-
bilities are endless.

Some children whoattend public school highrisk
programs are also inday care. Itis important that

199
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the classroom teacher, the caregivers, and the
parents work together to make all these settings
helpful to the child. One thing to be careful of
when working with children who are “dually
enrolled” is that the child is able to handle the
different expectations of the two different set-
tings. Be aware of signs of stress that indicate
that a dual placement may be toc much for the
child.

Headstart

Headstart has been with us for over twenty years
now. It was originally started as part of the “War
on Poverty”. Any child of a certain age (usually
four) whose family meets certain financial crite-
ria is eligible for the Headstart program. The
Headstart program is composed of several com-
ponents: 1) educational component, 2) social
service component, 3) healthcomponent, and 4)
parent involvement component.  Headstart
serves children in both home and center-based
programs. 10% of the total enrollment must be
handicapped. Many children who are enrolled in
Headstart programs are also involved with other
programs for high risk children. Itis possible for
a child to attend three programs in one day! He
may attend a public school program in the morn-
ing, a Headstart program in the early afternoon,
and then go to day care from 2:30 to 5:00. This
requires a great deal of coordination on the part of
the service providers and the child. Coordination
of services is extremely important in situations
such as this.

SUGGESTIONS FOR INTEGRATING THE
HIGH RISK CHILD

1. Identify all developmental delays as soon as
possible so that intervention can begin.

2. Be aware of the health and medical needs of
the high risk child. Make sure recommendations
from medical personnel are taken into considera-

tion in planning and carrying out activities and
daily routines. See the “Health Needs” module
for more information on this topic.

3. Make sure tocooperate and communicate with
other progranys serving the high risk child and
family. See the “Procedures” section for infor-
mation on this topic.

4. Have reasonable and consistent expectations
for the child with a short attention span. See the
module on*Social/Emotional/Behavioral Needs”
for more on this topic.

5. Help the child to develop GOOD SELF

ESTEEM!!!!

6. Encourage and support the relationship be-
tween the child and his family. See the section on
“Families of Children with Special Needs” for
more information on this.

7. Some high risk children may be in foster care.
These children need to develop trust first and
foremost. Caring and consistentcaregivingis the
best way to do this.

8. Helpchildren learn toanticipate events, under-
stand the behavioral expectations of different
settings, develop perseverence, and learn to
understand what other people’s behavior means.

9. Help the child to increase his communication
skills. See the module on “Speech and Language
Needs” for more information.

10. Foliow good hygiene practices. See the
section on ‘“Health Needs’ for more information
on this.

11. Inform parents of support groups for parents
of children with special needs or groups that ad-
dress other needs of individual family rnembers.
Some examples are Al-Anon, Parents Without

high risk children - page 6
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Partners, adult education programs, parent edu-
cation classes, sibling support groups, etc.

12. Some methods for calming an irritable infant
are swaddling, rocking, letting the child suck on
a pacifier, using an infant swing, going for a
stroller ride, singing to him, playing soothing
music, having the infant look in the mirror, and
many more.

SUGGESTIONS FOR TRAINING

General Topics

-working with families

-identifying children with possible special needs
-behavior management

-language enrichment (any topic relating to this)
-health and hygiene practices

Topics of Interest for Caregivers of High Risk

Children

-information sessions on specific high risk cate-
gories (¢.g., FAS)

-working with children served by multiple pro-
grams

-typical and atypical infant development

-working with children in foster care

-attention deficit-hyperactivity disorder

-children of addicted parents (e.g., children of
alcoholics)

-children with learning disablities

Suggestiens for Speakers or Consultants

-public health nurse

-early intervention program staff

-family therapist or counselor

-substance abuse worker

-neonatal intensive care nurse

-special educator (egs. learning disabilities
teacher)

-physician

RESOURCES

Your local public health department and other
developmental clinics or centers are good sources
of information on how to follow up high risk

children.
National AIDS Hotline-—— 1-800-342-AIDS

Forinformation on cocaine babies-— 1-800-327-
BABE

Illinois AIDS Hotline— 1-800-AID-AIDS

Illinois Birth to Three Clearinghouse
830 S. Spring Street

Springfield, IL 62704

217/785-1364 FAX 217/524-5339
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HOW HEARING LOSS AFFECTS THE
CHILD AND THOSE AROUND HIM

The importance of good hearing cannot be stressed
enough. The ability to hear affects communica-
tion skills, social-emotional development, and
cognitive development. Even amild hearing loss
can cause serious difficulty in speaking and lis-
tening. This same mild hearing loss can inhibit
the child’s interactions with other children and
adults, as well as cause damage to the parent-
child relationship because of the child’s inability
to attend orrespond consistently or appropriately
to vocal communication. The effects of hearing
impairment multiply with the increasing degree
of hearing loss. Many caregivers are unaware of
how hearing impairment impacts on the child’s
inability to communicate. They have frequently
been known to comment that “I know Joshua can
hear. He turns when I clap my hands behind his
head.” They often do not understand that al-
though a child hears sound, he may not hear it
well enough to learn to imitate or understand
speech. Hearing impairment can be misdiag-
nosed as a behavior problem, emotional prob-
lem, mental retardation, or speech/language prob-
lem. Even the most severe hearing loss is not
always easily detected. Itisimportant to help the
caregiver understand the nature of hearing loss,
because this will affect the way the caregiver
interacts with the child. A very effective training
activity that will help a caregiver to understand
how even a mild hearing loss can affect the lis-
tener is “An Unfair Hearing Test”, which can
be obtained from the Council for Exceptional
Children (see Resources). In this activity, par-
ticipants listen to a pre-recorded “spelling test”.
To the listener, the words sound as they would to
a person with a mild hearing loss. Participants
are to write down what they “think” they hear.
Listeners experience great frustration when they
hear a spoken word, but cannot tell what it is.
This activity can have a tremendous impact on
the way a caregiver interacts with a hearing im-
paired child.

PREVALENCE OF HEARING LOSS
Hearing impairment is one of the most common
handicapping conditions in children. It is esti-
mated that 2-5% of children may have hearing
impairments that require medical or special edu-
cational attention. Hearing impairments can
range in severity from a mild conductive hearing
loss caused by middle ear fluid (common in
children with frequent ear infections, colds, or
allergies) to severe/profound hearing loss or
deafness.

TYPES AND CAUSES OF HEARING LOSS
Audiologists (hearing specialists) describe sound
in terms of frequency, or pitch, and decibels (dB),
orloudness. Caregivers need to know a few basic
facts about frequency and decibels in order to
understand a particular child’s hearing loss.
Speech sounds have different frequencies. Hear-
ing Handout 1 shows the frequencies of different
speech sounds. By looking at this handout, a
caregiver could see that a child with a high
frequency hearing loss may not be able to hear
the sounds made by the letters “f”, “s”, and “th”.
If a child cannot hear a sound, he will probably
not be able to say it. Hearing Handout 2 “Sound
Levels in Decibels”, and Hearing Handout 3
“Degrees of Hearing Loss” can be used to help
the caregiver to understand how loud a sound
must be for a specific child to hear it, as well as
the severity of the hearing loss. For example, a
child witha S0dB hearing loss will probably hear
a greatdeal (although he will probably not under-
stand every word spoken), whereas a child with
an 80 dB loss wil. hear very loud sounds but little
else. Speech will be very difficult for this child
who will probably not be able to use sound as his
primary means of communication.

Conductive Hearing Loss
Conductive hearing loss is the most common
type of hearing loss. With this type of loss, sound
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cannot adequately get through the outer or middle
ear to the inner ear. This type of loss usually does
not cause more than a 60-70 dBs decrease in
hearing ability which is in the mild to moderate
range of hearing loss. With this type of hearing
loss sound is muffled or in some way distorted
(similiar to the sounds that one mighthear “under
water” or what you hear when your hands are
over your ears.) One of the most difficult parts
of this kind of hearing impairment is that the
degree of hearing loss may fluctuate from day to
day. Inother words, the child may be able to hear
adequately one day but not the next day.

Conductive hearing losses are usually caused by
fluid in the middle ear. This is usually caused by
ear infections (see Hearing Handout 4 “Under-
standing Middle Ear Infections’) or something in
theear canal (egs. wax, abean, a piece of crayon).
Conductive hearing loss may also be caused by a
deformity in the ear or an injury to the ear (egs.
poking a pencil through the eardrum).

Cenductive hearing losses can usually be treated
by a physician through the use of antibiotics, de-
congestants, or surgery.

Senori-Neural Hearing Loss

Sensori-neural hearing loss usually involves
damage to the structure of the inner ear or the
auditory nerve. Itis less common than conduc-
tive hearing loss. An inability to hear high
frequency sounds is very often present. Senori-
neural hearing losses can involve all ranges of
loss in one or both ears.

Possible causes of sensori-neural hearing loss
include disease during pregnancy, a high fever
for more than a day or two, head injury, heredity,
orviral infections. Sensori-neural hearing losses
cannot usually be treated medically, They are
permanent. Most children with sensori-neural
hearing loss will probably need to use a hearing
aid in one or both ears depending on the type of

loss.

Combination Hearing Loss

A child can also have both a sensori-neural and a
conductive hearing loss. For example, a child
with an inherited moderate to severe sensori-
neural hearing ioss may also be prone to ear
infections which can lead to the build up of fluid
in the middle ear causing a conductive hearing
loss in addition to the sensori-neural loss.

HOW TO RECOGNIZE POSSIBLE HEAR-
ING PROBLEMS

It is important for caregivers to watch for pos-
sible hearing loss in children. The earlier a
problem is detected the earlier intervention, be it
medical or educational, can begin. Atthe end of
this module are two handouts which caregivers
can use to detect possible hearing impairments
(“Does Your Baby Hear?” and “Hearing Check-
list”). If one or more of the listed symptoms are
present, the child’s hearing should be screened.

A hearing screening can usually be obtained
from any of the referral sources listed in the next
section. Many local health departments will
conduct routine hearing screenings for all chil-
dren in a day care center. Children who fail
hearing screenings, re-screenings, or have speech/
language problems should be further evaluated
by a specialist such as an audiologist or an ear,
nose, and throat doctor (otolaryngologist).

WHERE TO REFER CHILDREN WITH
POSSIBLE HEARING PROBLEMS
Sources for hearing referrals will differ depend-
ing on where you live. Some possible sources
include:

1. Your local public health agency
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2. The child’s pediatrician

3. An otolaryngologist or ear, nose and throat
doctor (E.N.T.)

4. An audiologist

5. A university affiliated hearing and speecls
clinic

6. Your local school district

Caregivers are very reluctant to do formal refer-
rals. They are fairly sure they know when there
is a legitimate concern but they feel that some-
liow they are not qualified to express this concern
to parents. Caregivers should be assured that
they are very good referral scrces. Referrals
cannot be made without a parent’s permission,
and so it is of the utmost importance that car-
egivers be able to express their concerns with
parents. Please see the Identification Workshop
for more information on expressing concerns to
parents. It can be very reassuring if a caregiver
can talk to a professional or consultant about her
concerns before expressing them to parents. If,
after initial referral, the concern is considered to
be valid, the child should receive a full audiologi-
cal (hearing) evaluation. An audiological evalu-
ation will give information on what the child can
or cannot hear and what might be causing the
problem. See handout #7 for more information
on audiological testing. It is not necessary to
explain testing techniques to the caregiver, but
the day care consultant should help the caregiver
to understand the results if a problem is identi-
fied. See the handout entitled “How to Read an
Audiogram”, for information on interpreting the
results of a hearing evaluation. If you are still not
sure about how to do this, most audiologists are
very happy to discuss their findings and recom-
mendations with you and/or the caregiver, pro-
vided they have the necessary releases of infor-
mation.

PROFESSIONALS INVOLVED WITH
HEARING IMPAIRED CHILDREN

Professionals involved with hearing impaired
children may includr iny or all of the following:

audiologist- conducts screening and diagnosis of
hearing problems, recommends hearing aids, and
may provide some intervention to people with
hearing impairments.

speech and language pathologist- conducts
screening, diagnosis and treatment of children
and adults with communication discrders (imay
also be called a speech therapist).

occupational therapist- evaluates and treats
people who have difficulty performing self-help,
play, or school related activities with the goal of
developing independence.

teacher of the hearing impaired- has advanced
training in teaching hearing impaired persons.
They evaluate and work with people in clinics,
special schools, special classrooms, or home set-
tings.

otolaryngolegist- a medical doctor who con-
ducts screening, diagnosis, and treatment of ear,
nose, and throat disorders. They can also per-
form ear, nose, and throat surgery. They may
alsobe knownas “ENT’""’s (ear, nose, and throat).

HEARING AID INFORM,.TION

One of the first things that a care giver should
understand is that hearing aids do not correct
hearing the way that eyeglasses correct vision.
Hearingaids, so far,can only make sounds louder.
This means that, while speech sounds are ampli-
fied, so are environmental noises and sound dis-
tortions. (See Hearing Handout 8 “General Points
About Amplification” for more information.)
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Section V - Special Needs Modules

The most common type of hearing aid used with
children is the BTE or “Behind the Ear”. This
type and others are shown in Hearing Handouts
9and 10. The first thing a care giver should know
about a child’s hearing aid is how to put itin the
child’s ear! The parent will probably be the one
toinstruct the care giver in putting in the hearing
aid if the child cannot do it himself. Opportuni-
ties for practice are usualiy quite plentiful when
the child is below age three as it is very common
for the young hearing aid user to remove the
aid(s) several times a day or even several times
an hour. Children over age three (developmen-
tally) are usually able to put a hearing aid in on
their own.

At first, the most important goal is consistent
hearing aid usage. This can mean a pretty big
committment if the child is doing his best to keep
from achieving the goal! This is probably the
most difficult part of having a child with a hear-
ing impairment and it is very frustrating to an
already overworked caregiver. One thing that
contributes to the problem is when parents do not
follow through with consistent hearing aid use at
home. Inconsistent hearing aid usage at home
can lead to tremendous problems for day care
providers. The only way to solve this problem is
to work as a team with the family. If families,
special service providers, and caregivers work
together to achieve full time hearing aid usage,
there will be fewer hassles in the group care
setting. (See Hearing Handouts 11,12,and 13 for
more information on this topic.)

Parents should be encouraged to do daily hearing
aid checks before the child comes to day care.
Unfortunately this is not always done, so care-
givers need to know how to tell if the hearing aid
isworking. There are a few ways todo this. One
way is 0 turn the aid on and hold it to your own
ear and listen. Another rather primitive way is to
bring your cupped paim over the hearing aid. If
it whistles it is working somewhat at least. If the

aidis whistling at other times, itmay be turned up
to high or the child may be leaning against some-
thing that is touching the aid. Keep in mind that
these are very gross hearing aid checks. If theday
care provider wants to do a more precise one, a
battery tester is needed. These are inexpensive
tools, and may be provided by parents. Decisions
about this will need to be made on an individual
basis.

Hearing aids can cause safety hazards in the day
care setting. A child care can easily remove his
hearing aid, open the battery compartment and
swallow the tiny battery. Most children have
small bands around their hearing aids to keep the
battery compartment closed, but this is not al-
ways effective. Caregivers should keep a watch-
ful eye on the child with ahearing aid. The hear-
ing aid can also be lost or damaged. The best
protection against this is to train the child to wear
the aid(s) for all his waking hours and not to take
it out himself uatil he is old enough to avoid
danger. This helps the child tofeel as if the aid(s)
is a natural part of his body.

Most children with hearing aids refuse to wear
them when they have an ear infection. This is the
only time, other than sleeping, that the child does
not need to be required to keep his hearing aid in
as it can be very uncomfortable for the child with
an earache.

SIGN LANGUAGE

Sign language is not used with every hearing
impaired child, butis commonly used when there
is a severe to profound loss. The decision to use
or not to use sign is made by the parent(s), and
caregivers should implement theirdecision when-
ever possible. Sign languageisusually part of the
“Total Communication Approach”. The total
communication approach involves the use of a
variety of forms of expressive language to com-

'S Mol L)

hearing needs - page 13

147



Section V - Special Needs Modules

0 S R

municate. These forms usually include sign lan-
guage, gestures, facial expression, body language,
picture symbols, and print. Whatever approach
is used, this should be thoroughly explained toall
caregivers who are in contact with the child.

Caregivers may get very excited about learning
signand using it with all the children, or they may
panic and neveruseit. This only serves to further
isolate the hearing impaired child. Obviously,
most caregive=s do not know sign language, but
caregivers of hearing impaired children who use
sign should make an effort to learn as much sign
language as is possible. A caregiver could learn
sign from a deaf adult, from a college or adult
education class, or froma sign language interpre-
tor. Consistent signing should be modeled by the
consultant if possible. The consultant should
alsoencourage the otherchildren tolearn and use
sign. The hearing impaired child can even help
the group to learn sign. This has been observed
with children as young as one year. Make sure
the caregiver is reinforced for her use of sign.
Make signing a fun activity. Some caregivers
may continue to learn and use sign language even
after the hearing impaired child leaves her care.

SUGGESTIONS FOR INTEGRATING
CHILDREN WITH HEARING
IMPAIRMENTS

1. Determine the child’s existing hearing, aided
and unaided, learn causes if known, frequencies
child hears best/least, type of hearing loss, if
child is involved with any other programs (early
intervention, hearing education program, speech
therapy, etc.).

2. Ask parents if they have decided on an edu-
cational approach (oral, total communication,
etc.) and find out what this means for you.

3. Learn all you can about the child’s hearing

aid(s) (if applicable).

-types of aids

-how they work

-how to test batteries

-how to put in

-what to do if child takes them out

-hearing aid usage program

-who to talk to about the aids (usually the child’s
audiologist)

See section on hearing aids for more information.

4, Talk to the child as much as possible about

what he is doing, what you are doing, labeling

objects, etc.

-try to talk close to child’s hearing aid whenever
possible

-take advantage of one on one times such as
diaper changing times for very young children

5. Try to respond to any and &ll vocalizations or
attempts at communication that the child makes.
You can repeat the child’s sounds back to himn,
respond according to situations etc.

6. Augment the auditory sense with other sen-
sory modalities. Make the environment very
visually exciting. Label objects with words and
picture symbols. Provide lots of sensory experi-
ences such as:

-crawling over different textures of flooring

-looking at and handling touchy, feely, or scratch
and sniff books

-having lots of water, sand, corn meal, beans play
availauie on a daily basis

-outdoor play on grass and on playground equip-
ment

-art activities that involve interesting textures

7. Encourage a wide variety of fine motoractivi-

ties to help the child develop finger dexterity for

signing. Some suggestions include:

-self feeding and the picking up of small bits of
food
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-block play with a variety of block sizes and
shapes

-pegboard activity

-fit a shape activity

-finger plays and songs

-bead stringing and other related activities such
as placing rings on a post

-begin crayon and scissor activities early

-encourage artistic endeavors such as painting,
drawing, pasting

-practice cutting

-use activity boxes and gadget boards

-a “lite brite” toy

8. Use gesiures, sign language, facial expres-
sions, tone of voice, and body postures to com-
municate with thechild. Learn as much sign lan-
guage as possible if the child will be using it.
Some classes are offered free or very inexpen-
sively.

9. Make your environment as quiet as possible

in order for amplification to be effective.

-make sure the child is in a self-contained class-
room (3 classrooms in one space is not
good)

-avoid loud heating or air conditioning units znd
fans

-use sound absorbant materials like rugs and
curtains (you can even carpet walls or the
backs of shelving units)

10. Teach by demonstration as well as by telling.

11. Allow the child to sit near the teacher (and in
clear view for lip reading) during group times.

12. Help the parent and child develop a positive
bond. Beencouraging. Help the parent to under-
stand whatis “normal behavior” and what may be
attributed to the hearing impairment.

13. Encourage symbolic activities such as dra-
matic or pretend play.

14, Use the child’s name (and name sign) consis-
tently in order to help the child associate her
name with herself and learn to respond to it.

15. Make the child’s environment as safe as
possible as the childmay notrespond to warnings
of danger.

16. Help the child to participate with other
children at a ievel appropriate to her age.

17. If the hearing impaired child uses sign, teach
sign language to all the children. Encourage
them to use it with each other. Children as young
as age two can teach sign to other children (and
adults!).

18. Explain to others what the hearing impaired
child wants.

19. Suggest gamesthe children can play together
(drop the hanky, chase, ball, swinging together
on a glidder, London bridge).

20. Emphasize activities that require fine visual
discrimination (matching games like lotto,
puzzles, bead stringing, nuts and bolts).

21. Use flannel board stories, allow the child to
preview stories to be read to the group.

22. Play a feely box game where the child has to
feel a toy, the sign, point to a picture, or choose
a matching object.

23. Watch closely for visual problems as they are
oftenrelated. See section on visual impairments.

24. Givethe childextratime torespond as it takes
the hearing impaired child longer to process oral
communication.

25. Encourage the use of rhythm intruments and
other noisey toys.
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26. Use behavior modification techniques with
the hearing impaired child with all too common
behavior problems.

27. Be on the look out for signs of childhood
stress (see social/emotional module).

28. Let the profoundly hearing impaired infant
lean against your body in order to feel vibrations
made by your voice. Letthe child feel your throat
as you make sounds. Encourage the child to try
it as well.

29. Be alert to the fact that a child with a
conductive hearing loss will probably have a
hearing ability that flucutates. Slow your rate of
speech somewhat and use short phrases with
definite inflection and tone variations.

30. Do not shout when talking to a hearing
impaired child.

SUGGESTIONS FOR TRAINING
General Topics

-identification

-middle ear infections

-using sign language with all children
-learning to listen

Topics Of Interest To Caregivers Serving

Hearing Impaired Children

-encourage the use of residual hearing (auditory
stimulation)

-how to read an audiogram

-meeting with hearing impaired adults

-learning sign language in depth (individual,
videotapes, sign language course offered by
community group or college)

-hearing aids

-integrating children with hearing impairments

-visiting the child’s classroom

Suggestions For Speakers Or Consultants

-hearing education specialist from public school
special education program

-hearing aid technician

-adult with hearing impairment

-sign language interpreter

-parent of child with a hearing impairment

-speech and language pathologist with experi-
ence with hearing impaired children

RESOURCES

Alexander Grakam Bell
Association for the Deaf, Inc.
3417 Volta Place, N.W.
Washington, D.C. 20007
Phone: (202) 337-5220

National Association of the Deaf
814 Thayer Avenue
Silver Spring, Maryland 23910

Gallaudet College Press
Gallaudet Coliege
Washington, D.C. 20002

American Speech-Language-Hearing Foundation
10801 Rockville Pike
Rockville, Maryland 20852

The John Tracy Clinic
806 W. Adams Boulevard
Los Angeles, Cal. 90007

Some communities have sign language clubs that
get together periodically for “signed meals” or
otber such activities to help members get more
sign language practice. Try contacting agencies
serving disabled or other providers of services to
the hearing impaired to find out if there is one in
your area.
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Sign language courses may be available through:
-colleges or universities

-park districts

-adult education programs

-agencies serving the disabled

-centers for independent living

-speech and hearing clinics
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SAMPLE RESOURCE SHEET
Age of Child: 0-3

Speclal Need: Patsy is a twelve month old girl with "profound
bilateral hearing loss” (she is deaf in both ears). She is just
beginning to wear one hearing aid. Patsy seems to have normal
intelligence. She is delayed in her gross motor development and
is just leaming to pull up on furniture.

IFSP Goal: Patsy will wear her hearing aid during all her waking
hours.

Objective: Patsy will wear her hearing aid for one hour without
removing it.

Suggestions/Adaptations:

1. Make sure that parents have done the daily hearing aid check
and that Patsy is wearing her aid when she firstarrives atday care,
2. Praise Patsy for wearing hes hearing aid.

3. If Patsy removes her aid, immediately put it back in her ear.

4, If needed, try having Patsy wear aspecially adapted bonnet that
makes the aid less susceptible to removal.

5. Make sure that Patsy (or any of the other children) does not
remove the battery from her hearing aid as swallowing it could be
dangerous.
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SAMPLE RESOURCE SHEET
Age of Child: 3-5

Special Need: Joshuais a four year old boy with
a history of intermittent conductive hearing loss
as a result of middle ear fluid build up caused by
repeated ear infections. Joshua also has serious
articulation problems.

IEP Goal: Joshua will pay attention to stories
during group times.

Objective: Joshua will be able to tell three
details from a story on request.

Suggestions/Adaptations:
1. Make sure that Joshua can hear by having him
sit in front at group time.

2. Read the story in a small group rather than a
large group (divide the group in half for story
time).

3. Encourage active involvement in the story by
asking questions from time to time.

4. If Joshua's self esteem is low as a result of his
articulation problem, try having him draw a pic-
ture or pictures depicting events in the story.

5. Have Joshua listen to a story on tape using
headphones.

SAMPLE RESOURCE SHEET
Age of Child: school-age

Special Need: Calvin is a nine year old boy with
a moderat~ to severe bilateral sensori-neural
hearing loss. He wears hearing aids in both ears
which improves his hearing somewhat. Calvin
uses sign language in addition to lipreading and
the use of his residual hearing (total communica-
tion). He is learning to talk, but he is difficult to
understand.

IEP Goal: Calvin will be able to communicate
with the other (hearing) children to a degree that
it is not frustrating for both.

Objective: Calvin will be able to communicate
with friends while playing a sport outdoors.

Suggestions/Adaptations:

1. Teach (orhave Calvinteach) all the childrenin
the after-school program some crucial sign lan-
guage, especially signs related to playing the
games that Calvin likes. Show the children how
this can be used easily outdoors. Consult Calvin
or his parents or teacher for the specific signs that
they use.

2. Make a sign language dictionary available for
all the children to use at any time.

3. Be especially careful when you talk to Calvin
on windy days as the wind blowing over a hear-
ing aid microphone interferes with the ability to
hear other sounds.

4. Make the environment both inside and out as
visual as possible.

5. Give Calvin a listening buddy for outdoors to
help him hear warnings (such as when a ball is
going to hit himin the face!) and know when itis
time to ge in (if the teacher uses a whistle).
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HEARING HANDOUT 1

FREQUENCY SPECITRUM OF SPEECH. SOUNDS
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HEARING HANDOUT 3

DEGREES OF HEARING LOSS

Frequency in Hertz (Hz)
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HEARING HANDOUT 4
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UNDERSTANDING MIDDLE EAR INFECTIONS

THE EDUCATIONAL IMPACT OF MIDDLE EAR INFECTIONS

Ear infections, particlarly those in the middle ear, are the most common cause
of acquired hearing loss in American ¢hildren today. Hearing experts believe that
many learning disabilities stem from the aftereffects of ear infection: that go
undetected during a child's preschool years., 1In these early years, a child is most
vulnerable to distortion of sounds because he or she has minimal exposure on which
to basa comparisons,

Even a slight hearing loss can hamper a young child's ability to acquire the
complex skills necessary to filter out background noises, combine sounds, discriminate
between similar sounding words, and remember sequences of sounds. Later, a hearing
loss can cause a youngster of normal intelligence to seem inattentive or "dull” in
the classroom,

Because the degree of hearing loss can fluctuate as the infection flares and

subsides, the pgoblem can continue undiagnosed despite mass pure~tone screening con-
ducted in many schools,

WHY ARE EARS PRONE TO INFECTION?
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Because the ear is a complex mechanism in a small space, minor irritation or
swelling can significantly impair hearing functions.

The external ear consists of the outer "auricle™ of cattilage and the ear canal.
The auricle helps direct sound waves inward., The ear canal extends about an inch into
the head and ends at the exrdrim, a membrane only 1/250 inch thick. Behind the eardrum
is the middle ear, an air-filled cavity that contains a chain of tiny bones that
amplify and transmit vibrations, The fluid-filled inner ear converts vibrations

into electical impulses that are transmitted to the brain, Balance organs are also
located here.
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HEARING HANDOUT 5

HEARING HEALTH CARE

DOES YOUR BABY HEAR?

The symptoms listed below may result from other physical conditions or
in combination with a hearing loss. Whatever the situation, we feel it is
important for parents to be alert for any possible loss of hearing in a child
or an infant. It is now possible to test the hearing of a newborn baby.
By being alert, we hope we can detect hearing loss earlier and thereby give the
child maximum opportunity to participate in the "mainstream of life".

Below is a simple test you might want to txy:

YES NO

1. Does your newborn baby startle to a sharp
clap within 3-6 feet?

2. Does your three month old baby stop
moving or stop crying when you call him
or make an unfamiliar noise?

3. Does your nine month old baby tuxn
toward you when you call his name from behind?

4, Does your two year old identify familiar
pictures (ball, baby, spoon)? Does he repeat
words or phrases?' Does he use short pnrases
in talking?

5. Is vour child disturbed by loud sounds
when he is asleep?

6. Does he turn when you call?
7. Does he pay attention to noises?
8. Does he use gestures to communicate?

e, Does your child get many colds or ear

infections?

1f your answer to guestions one through seven is "NO", oX your answer
to questions 8 or 9 is "YES" then a hearing test may be indicated. If you
suspect a problem, do BOTH of the following:

1. Take your child to his doctor fcr a complete examination,
2. Have an audiological evaluation by an audiologist.

NO BABY IS EVER TOO YOUNG TO HAVE A HEARING TEST

Reprinted with the permiss:ion of the New York League for the Harxd of Hearing
as a public service by the Otigon Coxrp.



HEARING HANDOUT

Hearing Checklist:

The following may indicate a hearing problem:

tums body or head to speaker

watches speaker's lips

doesn't respond when back is away from (far away) speaker
doesn't respond whcn back is away from (necarby) speaker

restlessness, nervousness, irritability, or other unaccounted for
behavior

poor sitting posture

body rigidity when attending to distant sounds
undue sensitivity lo movement

tilting head to one side

tending to poke or pull at ears

closing or covering onec ecar

has allergies

frequent colds

says “"what" frequently

asks for statements or questions to be repeated
frequent ear infections

talks unusually loud

laughs at inappropriate times

frequently answers inapproprialely

by Christina J. Eckenstein, Central Association for Special Education

160



Conventional -

Play -

Screened at dB HL

VRA -

BOA -

HEARING HANDOUT 7

Audiometric Techniques

Person raises hand (usually) when tone is heard.

audiologist sits in same room with child and
teaches them to put a8 block in a can when the tone
{s heard (or a similar task). Used often with
pre-schoolers.,

This 1is the softest level tested. TFor example {f
a child is screened at 10 dB HL and responds at
all frequencies at that level he/she may actually
hear better than that but softer levels were not
tested. This is often done with children who have
a short attention span.,

Visual Renforcement Audiometry =~ Used with very
young children either in the soundfield or with
earphones. The child is taught that if he/she
looks to the right (or left) after the signal is
heard on the right (or left) he/she will be
reinforced with some type of visual stimulation.
This can be used with pure tones, warbled pure
tones, narrow bands of noise, or speech.

Behavioral Observation Audiometry - If the
audiologist is unable to train a child for VRA
then BOA may be used. The child's responses to
various levels of stimulation are noted. This {is
not a very reliable test procedure.,

Other techniques noted =~ often NBN or WPT is

indicated here if narrow bands of noise or warbled
pure tones are used.
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Speech Audiometry

Speech Discriminalion

PT Average =

SRT =
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dB RE Masking -

Pure Tone Average - The average of thresholds at
500, 1000, and 2000 Hz., In some cases a 2
frequency average is used.

Speech Rzception Threshold - The quietest level
at which a child can understand famililar speech.
Usually spondee words (2 equally stressed
syllables ie: baseball, hot dog, cowboy) are used.
For a child with speech problems or young children
they respond by pointing to a plcture. Older
children repeat the word back. (MLV =~ monitoring
live voice - the audiologist said the words; REC -
recording - a tape of the words was used..

Speech Awareness Thresholds = The quietest level
at which a child can detect the presence of
speech. This may be 10 dB better (softer) than the
SRT and is usually used only i1if the SRI can mnot be
obtained.

Masking is often used for speech audiometry as
well~- the level of masking 1is recorded here.

Speech Discrimination - HL 1is the loudness level the words are

presented; %Z 1s the percent of words the
child was able to repeat back. If the test
is done in quiet the score {is listed under
that heading. 1If the test is done with
background noise (to stimulate a classroom)
the score and ratio of signal to noise level
is noted. The signal to roise ratio (s/n) 1is
usually +9 or +10 dB. This means the words
to be repeated are 9 or 10 dB louder than the
noise. Words are often presented at 45 dB HL
since this 18 the level of average
conversational speech.
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Impedance Tests

Impedance Audiometry:

These tests are used to evaluate middle
ear function and the integrity of the
auditory nerve. An earphone is placed
on the one ear and a soft rubber tip is
placed in the other. The initial part
of this evaluation measures how well the
middle ear and its mechanisms transmit
sounds to the inner ear at various
pressures in the ear canal. We are then
able to determine if there is an
abnormal cendition in the middle ear.
Lougd tones will also be presented at the
earphone. Thisg test indicates how the
inner ear and auditory nerve reacts to
such sounds and is useful in locating
any potential problem in the auditory
system,

Tympanograms:

As ailr pressure changes the change in
the middle ear 1is noted. On the
tympanogram the higher the tracing the
more middle ear movement has been noted.
For sample tympanograms see the next
page. The tympanogram will be the most
meaningful part of the impedance results
for you.

Reflexes:

An aco''stic reflex is a contraction of
middle ear muscles following
presentation of a loud sound. This {is
meant to protect the ear from the
damaging effects of loud noise.
Reflexes may be affected by some middle
ear disorders and other disorders
thereby making them absent ( NR =-no
response).

Static Compliance:

A measure of the stiffness of the middle
ear system: il.e. eardrum and ossicles.
An overly stiff or flaccid system can be
an Iindication of a disorder.
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VANCE TESTING - TYMPANOGRAMS
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Other tests which may be performed, but not necessarily noted on
the front of the audiological report are: -

l.

HAE - Hearing Aid Evaluation - Once a problem is located and
the physician determines medical treatment is not indicated,
we also provide hearing aid services. According to the
child's particular hearing loss and other environmental and
social factors several preselected hearing aids are adjusted
to the child's needs. Several tests are then conducted in a
sound treated room to determine which one is best. Hearing
aid checks are also available to insure proper adjustment,
operation and satisfaction at specified intervals.

EA - Electroacoustic Analysis - A sophisticated test of how
well the child's hearing aid i{s working.

CAP =~ Cei.tral Auditory Processing Evailuation - An evaluation
of children with normal hearing and usually of normal
intelligence who nevertheless seem to have difficulty
handling auditory information. A central auditory processing
disorder can be considered to be an auditory learning
disability. It may be associated with speech, language,
reading difficulties, inconsistent behavior and poor academic
performance. Please do not refer a child for a central
auditory processing evaluation without first discussing it
with the audiologist

This information is to help you interpret audiograms. If you
have any questions please contact the audiologist for
clarification. Also please do not hesitate to request the
audiologist attend any conferences which will require that
the audiological results be interpreted.
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How to Read An Audiogram

AUDIOGRAM LEGEND

AR BoNE wisnn | uisaen nesronse | o | PELS
el O 1 < T A &g [*F
el X1 >1 071 31,

CNE — Could Not Estabilsh DNT — Did Not Test |

Pure Tone Testing - This test is to establish your ability to hear

Audiogram -

Alr -

Bone =

Ai~ Masked -

Bone Masked =~

Soundfield =

Aided Soundfield =~

very faint tones at various intensities
(loudness), and frequencies (pitches). These
sounds may be introduced through earphones or a
bone vibrator placed behind the ear. In some
cases a noise may be placed in the opposite ear as
a distraction to insure we are evaluating the ear
which 18 under consideration (known as masking).

A graph of the quietest levels at which a child
can hear tones of various pitches (frequencies).
A child may be able to hear some frequencies
better than others.

Testing with puretones through earphones.

Testing with pure tones through a bone ossilator
(a vibrater placed on the mastoid bone jJust behind
the ear).

Testing with pure tones through earphones with
masking noise in the other ear (this makes sure
only the one ear is being tested).

Testing with pure tones through a bone ossilator
with masking noise: the other ear.

Without earphones - sounds are heard through the
speakers. An "S" on the audiogram means the
person responded to either a warbled pure tone or
a narrow band of noise at that frequency and
level.

Testing with the hearing aid on in the
soundfield.

These symbols are plotted on the audiogram at
the specific frequency (pitch) that was
tested. The symbols placed at the lowest
(softest) level the person was able to hear,
On the graph 0 dB HL (top of the audiocgram)
1s a soft sound and 110 dB HL (bottom of
audiogram) is a very loud sound.
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SAMPLE AUDIOGRAMS
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HEARIN ’:’L IN DECIBLES (d8)
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HEARING HANDOUT 8
GENERAL POINTS ABOUT AMPLIFICATION

. The results of the audiological evaluation suggest that a hearing
ald will help your child. However, you should realize that a hearing aid
will not make your child's hearing normal.

l. What your child hears will be distorted even with a hearing aid.
It will make what your child hears louder but not clearer.

2., Sounds heard through a hearing aid may not have a natural qualicy.

3. A hearing aid will not only make speech louder, but background
noise will also be made louder.

4., Since amplified sounds are directed to only one ear, vour child
could have difficulty localizing some sounds. In other words,

he/she may have difficulty telling from which direction a sound
came.

Even with the hearing aid, vour child mav miss some of what is said. The

following suggestions may help your child better understand what is said to
him/her,

1. When talking to someone with a hearing aid, vou should face the
. person at a distance of no more than 4-5 feet.
2. Background noises should be kent as quiet as possible.

3. The child should be able to easily see the face of the person
speaking.

4, The child should sit so that the ear with the hearing aid is
closer to the person speaking. The child's aided ear should

face away from such distracting noise as the television, radio,
fan, open window, or hallway.
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HEARING HANDOUT 10

Behind-the-Ear Hearing Aid

Earhook:

Receiver

Earmoid

On-0Off
Control

Volume
Control

Battery
(inside)

Amplif'ier inside
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HEARING HANDOUT 11!

MAINTENANCE AND CARE OF BEHING-THE-EAR HEARING AIDS

The child's parents bear the major responsibility for answering that the hearing
aid is functioning properly at all times. Caring for a hearing aid does not need to
be complicated or time consuming if it is done on a regular basis,

HEARING AID

Dry -- Keep the hearing aid dry. Do not allow the hearing aid

to be worn in the shower, when swimming, or in a heavy rainstorm.

I1f the aid gets wet remove the battery and drain any excess liquid,
wipe it clean, and dry with a soft c¢loth. Do not put it in the
oven, on a heater, or on the stove to dry. You can use cool {(not
cold) air from a fan or air concditioner to help dry out the aid.
You can also buy silica gel to put with the aid in a tight jar.
This will help keep it dry. Contact the hearing aid dealer or
audiologist if it stil) does not work.

Normal Temperature -- Do not expcse the hearing aid to excessive
heat or cold, For example, do not keep in the car.

Clean -- Clean the aid with a dry soft cloth, Do not clean
with | soap and water, alcohol, or any other cleaning fluid. Do not
open the hearing aid to clean it, just wipe off the case,

Be Gentle -- Be careful not to drop the hearing aid, When giving
the aid a listening check, you may want to stand over a bed or soft
chair in case you drop it accidentally, Keep the aid out of the
reach of pets, expecially dcgs.

On/Qff -~ The hearing aid should be turned off before it is taken
off. At night take the battery out. This will help the batteries
last longer.

Warranty ==~ Find out the term of warranty when the aid is purchased.
Be sure to have the aié checked by the hearing aid dealer or audiolo-
gist just before the warranty expires.,

EARMOLD

Clean -- Wwash the earmold at least once a week using warm socap and
water. Remove the aid from the earmold. (Do not put the hearing
aid in the water.) Use a pipe cleaner to get wax out of the opening,
Set the earmold on a dry cloth and le%t it air dry overnight after it
is washed.

Fit -~ The earmold should fit snugly but not be uncomfortable. If
the earmold is uncomfortable or you notice feedback (squealing), talk
to the audiologist,
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Tubing == The tubing should be replaced every six to nine months.
If the tubing becomes hard or yellowed it should be replaced imme-

‘ diately.

BATTERIES

Clean == Only use clean dry batteries. If there is white powder
on a battery rub it off with a clean soft cloth, then rub with a
pencil eraser. If there is any leakage, throw the battery away
and wipe out the battery compartment. You may need to clean ths
battery contacts with a pencil eraser.

Fully Charged -- Remove a dead battery and replace it with a new
fully charged one. Keep extra batteries on hand both at home and
at school since there is little, if any, warning that the battery
i8 going dead. To help the batteries last '~ ger keep extra bat-
teries in a cool dry place. Also, keep t - rom touching other
metal. (For example, do not keep batter : . your pocket with
your change.)

GENERAL POINTS

Daily Checks ~=- The hearing aid should receive a visual and
auditory check every morning (morning and afternoon fer young
children). A stethoscope for listening to the hearing aid and
a battery tester can be purchased from the hearing aid dealer.

Independence -- As soon as possible teach your child to insert
. the earmold, change batteries, turn the controls to the proper

settings, and to report to you when something is wrong with the
hearing aid.

Warnings == 1) 1If the life of your child's batteries suddenly
gets shorter, contact your audiologist immediately. It is a
possible indication that either the hearing aid is malfunc-
tioning or a decline in your child's hearing has occurred.

2) 1If your child starts turning the volume of his/her hearing
aid up, contact your audiologist immedeately. This also may in-
dicate either a malfunction of the hearing aid or a decline in
hearing.
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HEARING HANDOUT 12
HEARING AID DAILY CHECK LIST

Visual

i,

2,
3.
4,
5.
6.
7

8,

9.

With a body aid, the contact points at each end of the cord should
be inserted in the openings in the receiver and the hearing aid.
Check the volume control for:the proper setting.

Check the earmold for wax, cracks, chips.

Check the hearing aid case for cracks, loose screws.

Check the battery with a battery tester.

check the battery and its compartmeént for corroasion.

Be sure the battery is inscrted correctly, the positive and
negative surfaces properly placed.

With an ear-level aid, check the plastic tubing for stiffness,
pinholes, cracks.

Check the earhook for cracks, holes, loose connection.

Auditory (Us: a personal earmold or listening stethoscope or hold the

l.

3.

4,

S
6.

7.

p———y

receiver of a body aid to your ear.)

Set the volume control to the level used by the child. Listen for
distortion, static, or some type of internal noise.

Listen for distortion when speaking into the microphone.

Gently tap the ald on all sides to check for a reduction of power

or loose connections. Check for loose screws in the case.

Slowly turn the volume control wheel up and down, listening for
static, distortion, dead spots. The volume control wheel should

not be tuo loose, or bind against the casa.

Turn the "On-Off" switch back and forth to check for intermittent
sound or loose connections.

If the aid sounds weak, insert a new battery. If the volume is

still low, check with the dealer or audiologist.,

To check for internal damage, turn aid off. With a bodv aid,

remove the earmold from the receiver and place a thumb over the
opening in the receiver, With an ear-level aid, place a thumb

over the opening in the earmold which is still attached to the aid.
Turn the aid on and the volume all the way up. Listen for a soft,
whistling sound from the hearing aid case (ear-level) or the receiver
(body) which may indicate an internal problem. Check with the dealer.
With a body aid, check the cord for intermittent signals, breakage,
or loose connections by listening while wiggling the cord and rolling
the cord between the fingers.

The hearing aild dealer or audiologist should be contacted if the following
problems arise.

l. broken earhook

2. hole in plastic tubing

3. old, kard, yellow tubing

4, 4internal damage

5. broken hearing aid case

6. cracked or too small earmold
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HEARING HANDOUT 13

‘ DAILY MAINTENANCE CHART FOR:

g Week of:

gunday |Monday| Tuesaday | Wednasday

Thuzsday |Priday| Saturda

has on

his/her hearing
aid.

battery inplace

‘ Audiologist: Put the child's name at the top of the page and write in the appropriate
settings for his/her hearing aid.

Form H2l is available to make an individualized chart
if the pictures/controls on this one are inappropriate.
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Secti}on V - Special Needs Modules

WHAT ARE VISUAL IMPAIRMENTS?

A ch"'1 is generally considered to have a visual
imp  .nentii he has a vision problem that affects
learning. Visual impairments cover a range and
include children who are partially sighted to
children who are b'ind.

Legal blindness is when a child has less than 20/
200 vision in the better eye with correction. 20/
200 means tnatthe child sees at20 feetaway what
the normal eye sees at 200 feet away on the
Snellen Distance Eye Testchart. A child with20/
20 vision sees at 20 feet what the normal eye sees
at 20 feet.

Legal blindness can also be diagnosed when
there is a revere limitation in the child’s visual
field (les> than 20 degrees peripheral vision).
The child may have tunnel vision, have only
peripheral (side) vision or have “spotty vision”.
Different visual field deficits lead to different
functional disabilities. Itis important to note that
the majority of children who are blind do have
some remaining visiun.

Children with low vision may move closer to
objects they want to see, have abnormal move-
ments of the eyes, or tilt their heads to one side.
A child with a severe visual handicap may shift
weight from one foot to another, rock, flutter
fingers in front of bis face or turn his head more
or less rapidly. These maun.:isims could be mis-
taken for signs of other nandicaps such as devel-
opmental delay. Also, many children who are
partially sightzd are overlooked and considered
to be inattentive, unresponsive, or clumsy. It is
crucial for the caregiverto be aware of changes in
a child’s appearance or behavior and not¢. warn-
ing signals as soon as possible.

Consultants should find out as much as possible
aboui the nature of the child’s visual impairment
and how it affects or could affect the child.
Consult with the child’s special service providers

to determine the following information:

1. What can the child see? Does he see better
close up or far away? Can he see colors?

2. What is the child’s visual field? Can he see
better in front of him or to the side? Can he see
better looking up or down?

3. Does the child have problems with glare?

4. How does the child’s vision affect his ability
to see print, small objects, or pictures in books?

5. How does the child’s vision affect his mobil-
ity?

6. What kinds of adaptive devices can/should be
used?

7. What is the best way to adapt common
roaterials for use by the child?

HOW VISUAL IMPAIRMENT AFFECTS
THE CHILD

Visual handicaps directly interfere with a child’s
ability to gain information through the visual
channel and possibly interfere with the ability to
act on that information. These children may be
delayed in motor, self-help, speech/language,
and,or social skills due to lack of exposure to
variety of expericnces. Children with visual
prcblems may find their vision to be more prob-
lematic for one type of activity than for another.
Children with a peripheral field loss (i.c. tunnel
vision) would have more difficulty with mobility
than with reading.

The time of the occurence of blindness affects
developmer* in children. A child who is born
blind (congenitally blind) may lag behind devel-
opmentally, whereas a child who is adventi-
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tiously blind (become blind after birth) may be
developmentally similar to other children. It is
important for the caregiver to know when the
visual loss took place and have as much informa-

tion as possible on the experiences and skills that
the child has already had.

Blindncss rarely occurs by itself. Most children
with severe visual impairments usually have other
handicapping conditions such as cerebral palsy
or language impairments which are caused by
varying degrees of brain damage. These other
conditions make working with the visually im-
paired more difficult.

IDENTIFICATION AND REFERRAL

Since the caregiver is in a position to observe a

child’s behavior, she should become familiar

with the following conditions that may denote a

visual problem:

-crossed eyes

-red-rimmed or swollen eyelids

-red or watery eyes

-recurring styes (small inflamed swellings on the
rim of the eyelid)

-crust near lashes

-constant blinking, squ.ating, or eye rubbing

-dizziness, headaches, or nausea

-holding objects too close or too far

-stumbles or trips over objects

-tilts head to one side

-does not recognize landmarks on familiar routes

PROFESSIONALS WHO MAY BE
INVOLVED

Professionals involved with visually impaired
children may include but we not limited to the
following:

opthalmologist- a physician who specializes in

the diagnosis and treatment of defects and dis-
eases of the eye. A child who is suspected of
having a visual problem should be referred to an
opthamologist for testing and examination. An
opthalmologist is well-versed in the use of medi-
cation, glasses, surgery, and other types of treat-
ment.

optometrist- a licensed, non-medical practitio-
ner whose treatment is limited to the prescribing
and fitting of glasses and contact lenses.

optician-makes and adjusts glasses for the wearer.

orientation and mobility specialist-teaches chil-
dren to travel in and out of doors, adjust to new
surroundings, and develop concepts that relate to
body image and spatial awareness.

teacher of the visually impaired- has advanced
training in teaching visually impaired persons.
They evaluate and work with people in special
schools, special classrooms, or home settings.

INTEGRATING THE CHILD WITH VISUAL.
IMPAIRMENTS

1. Include the child with visual impairments in
all activities.

2. Encourage the child to move about his sur-
roundings.

3. Feel comfortable using words such as “see”
and “look”.

4. Since the child with a visual impairment may
rot repond to many visual cues such as gestures,
be sure to include verbal and tactile cues.

5. Identify boundaries inside and out by making
children aware of their environment through the
use of rugs, bookcases, grassy areas and familiar
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sounds. Attach patches of different textures to
various “landmarks”.

7. The child with a visual impairment should be
told of changes in position of furniture and ob-
jects. Doors and cupboards should be all the way
open or all the way shut, chairs should be pushed
in, etc.

8. Encourage good posture and consult with a
resovrce teacher for the visually impaired or an
orientation and mobility specialist for assistance
with poor posture or other mannerisms.

9. Provide space as needed for special materials
and visual aids, such as large print books. It is
important that the caregiver become familiar
with any visuai aid the child may be using.
Again, the specialist or teacher for the visually
handicapped can be of assistance.

10. Encourage the child to use his remaining
vision.

11. Allow and encourage the child to experience
textures, etcC.

12. Provide concrete experiences through the
use of objects and models.

13. Express yourself physically such as a pat on
the shoulder, hand squeezes or a hug.

14. Use materials that utilize other senses, such
as touch and smell.

15. Give the child the opportunity to move his
body through space and develop muscle mem-

ory. Make use of obstacle courses.

16. Avoid shiny pages and shiny surfaces and
select materials that have clear pictures and words.

17. Do not stand with your back to a window.

"

18. Extra time may need to be allotted for the
child to complete a task.

SUGGESTIONS FOR TRAINING
General Topics

-identifying children with visual impairments
-care of eyes and vision

Topics of Interest to Caregivers Serving

Visually Impaired Children

-information on specific types of visual impair-

ment (egs. cortical blindness)

-stimulating vision in visually impaired children

-orientation and mobility

-choosing, adapting, and making toys for
visually impaired children

-"blind mannerisms"

-environmental adaptations for visually
impaired children

-mealtime with a visually impaired child

Suggestions for Speakers or Consultants

-a visually impaired adult

-teacher of the visually impaired

-orientation and mobility specialist

-deaf-blind specialist

-pediatric opthalmologist

-occupational therapist who has had experience
with visualiy impaired children

RESOURCES

Local school programs may have a teacher of the
visually impaired who could provide training
and technical assistance to caregivers. Hospitals
sometimes have specialty clinics for children
with visual handicaps. Some areas may have a
university affiliated facility which provides di-
rect services to children with handicaps and their
families.
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The following is a listof associations and organi-
zations that can be particularly helpful:

American Foundation for the Blind
15 West 16th Street
New York, NY 10011

Association for the Education of the Visually
Handicapped

919 Walnut Street

Philadelphia, PA 19107

Closer Look
Box 1492
Washington, D.C. 20013

Council for Exceptional Children
1920 Association Drive
Reston, VA 22091

Illinois School for the Visually Impaired
658 E. State Street

Jacksonville, IL 62650

217/245-4101

National Federaticn of the Blind
1800 Johnson Street

Baltimore, MD 21230
301/659-9314

Heart of Illinois Talking Book Center
845 Brenkman Drive

Pekin, IL 61554

1-800-426-0709

American Printing House for the Blind
1839 Frankfort Avenue
Louisville, KY 40402

Phillip J. Rock Center and School
818 DuPage Blvd.

Glen Ellyn, IL 60137
312/790-2474

Telephone Pioneers of America
Supervisor, Community Service Activities
195 Broadway

New York, NY 10007

Lions International
209 North Michigan Avenue
Chicago, IL 60601
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SAMPLE RESOURCE SHEET

Age of Child: 0-3

Special Need: Tracy is an eleven month old
child who is severely visually impaired. She has
had intervention from birth and can sit up and
crawl.

IFSP Goal: Tracy will improve in her auditory
awareness by attending to a toy with sound.

Objective: Tracy will move her head, reach out
for, and crawl to a toy with sound.

Suggestions/Adaptations:

1. Use toys that will provide special interest for
Tracy and develop more than one sense such as
toys with texture or moving parts.

2. Make sure the toy continues to make sound
until Tracy makes contact with it.

3. While working with Tracy, place the toy
below, above and side to side to ixncrease her
reaching and range of movement.

SAMPLE RESOURCE SHEET
Age of Child: 3-5

Special Need: Stevenis afour and a half year old
boy who has some degree of visual impairment.
He generally has good motor skills but is some-
what delayed in the area of language.

IEP Goal: Steven will make choices and answer
questions that are posed by his caregiver.

Objective: Steven will ret-'' a familiar story and
answer questions about it.

Suggestions/Adaptations:
1. Choose stories that Steven really enjoys and is
familiar with.

2. Encourage Steven to add his own interpreta-
tion of the story.

3.” Use a pretend story to assist Steven in the
development of what is real or pretend.
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‘ SAMPLE RESOURCE SHEET
Age of Child: school-age

Special Need: Martha is a «welve year old girl
whoislegally blind. She does have some remain-
ing vision mostly seeing varying shades of dark-
ness and light. Martha is in a new after school
program and is learning to find her way around.

IEP Goal: Martha will move freely about the
building and ask for assistance when needed.

Objective: Martha will move about the corri-
dors and her class and ask for assistance when
needed.

Suggestions/Adaptations:

1. Encourage Martha to obtain her own materials
and to move about the classroom. She should be
told of any changes in furniture, objects, materi-

‘ als, etc.

2. If Martha requires the assistance of a sighted
guide, she should grasp the guides upper arm just
above the elbow to allow for ease of movement.

3. Martha should be taught to use the nearest
student or adult as a sighted guide in the case of
a fire drill. This alleviates problems of an as-
signed student being absent.
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PARENTE ASH:
HOW RO T CHOOSE A TOY FOR MY BLIND PRESCHOOLER?

There are few special toys designed for the very young visuslly impaired child.
Carefully seiected commercially-available toys can provide learning opportunitiee
for the visually impaired preschooler,

When you purchass 2 toy for your ehild, ask yourself:

Is this toy attractive and intarestingﬁ A child who cannot see will not be
attracted by the visual sspects of 2 toy. Does the toy wmake a noise? 1Is it
tactuslly appezling? Does the toy do something when the child plays with it?
Many parents have found it helpful te close their eyes and try to experience the
toy &s their child wiil,

Is it adaptabie? A good toy can Be used in different ways at different
atages of development. Multi-purpose toys enhance lesrning for wmany years,
Blocks, wagons, ¢v bulls are appropriate foc childraen of all ages.

Does it allow many opportunitiss for develooment? Through toys and play, visually
wmpaired ehildres can leats the ¢lementary concepts which sighted children
acquire ineidentally. Choose toys that promote learnang in all developmental
areas -~ toys which require the ¢hiid te wsove the entire body; tc use the
small, nmuscles of fingers and hands; o use language; to interact with another

child.

‘ Js it safe? Toys should be sturdy and durable, with no sharp edges or breskable
parts. A toy which is eafe for & young child may not be safe for an older,
stronger handicepped child who is developing at a slower rate.

Is it easy to handle? Size of a4 toy depends on the age of the child. For
an infant, toys should be light in weight, small encugh to be grasped, but large
enough 85 that the child can't swallow it. Manipulative toys for a young child
shouid be large; for an older child, smallar.

Is it easy to clean? Visuslly impaired children m&y use their mouths to expiore
objects longer than will a sighted child. Choose washable toys for the very
young child.

Does it provide for sensory development? Multi-sensory toys will  help the
child to use the remaining senses. Toys for & child with some vision can be
bright primary colors and have boid patterns, Choose toys which make different
kinds of sounds, which differ in weight and touch, which have a distinct taste
and odor.

Is it appropriate developmentaliy? Match the toy to the child, =unt by chrono-
logical age, but by developmental age. A good toy 1is challenging, but not
frustrating, to the child.

The best "toy" for any child -- one that meets all the abovs criteria, is a
caring adult -- you, the parent.

Donna Heiner

The International Institute for
';}F Visually Impaired, 0-7, Iac.
. )
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MOTOR SKILLS

Caregivers need to know how motor develop-
ment affects the young child as a whole. The
caregiver may not understand the importance of
the child’s ability to move and to use his senses.

Children are included in this area when they have
a condition which prohibits or impedes normal
development of gross or fine motor abilities.
Congenital anomalies (birth defects), accidents,
or diseases may result in physical handicaps.
Some examples of such conditions are physical
or orthopedic impairments such as spina bifida,
loss of or deformed limbs, bums which cause
deformities, and cerebral palsy.

This category is more easily identified than some
of the others, but there is still the possibility of
inaccurate diagnosis. Asa professional who sees
children in a setting with others of the same age,
caregivers will have a “feel” for what the move-
ment of children looks like. Seeing a child ac-
tively moving around in a natural environment
helps caregivers to observe things that others
haven’t observed. Often children with mild but
significant motor problems do not get identified
as soon as they could be. This is a concern
because not being able to move normally may
prevent them from learning through motor ac-
tivities or joining peers in play.

NORMAL MOTOR DEVELOPMENT

Motor development, like other areas of develop-
ment progresses in steps. Certain skills have to
be learned before more complex skills can be
attempted. Itisimportant to be aware of the order
in which motor skills develop in children. This
kind of informatic can be foundin developmen-
tal charts such as those included in the Identifica-
tion Workshop. Knowing what to expect from
children, and when to expect it, helps caregivers
to provide opportunities for them to learn the

skills they need.

Motor skills follow certain patterns of develop-
ment. Development proceeds from the head to
the feet. First babies learn how to control their
head and the areas near their head. Later, they
develop control over their legs and feet.

Control of movement develops from the center

of the body outward. Babies »-ill learn to control

their trunks before they learn to control their arms
and legs. They willlearnto control theirarms and
legs before they can learn to control their hands
and feet.

Growth also develops from whole bedy move-
ments to isolated body movements. When a baby
first begins to reach for an object, you will notice
that a lot more moves than just his/her arms and
hands. His/her trunk and legs move a lot too. It
takes awhile before they canmove justthe muscles
they need to reach an object, without using the
whole body. When a preschooler first tries to
kick a ball, he will push his whole body into the
ball. Later he will be able to keep his body still
and just swing his leg ¢o kick the ball.

Babies do not initially move themselves at will,
They do nct havg conscious control of their
movements. They react to their environment
through reflex responses. All their crying and
wiggling is not something they decide to do, any
more than an adult decides to sngeze, yawn, or
hic-cup. They sfmply happen without thinking,.
Even though the baby has eyes, ears, muscles,
and nerves they cangot use them as adults can.
Learning how to use them takes many years of
effort.- Children spend much time in their early
years developing motor skills. Learning to con-
trol the head and trunk is one of the baby's first
attempts to control his body. Sitting up involves
developing strotg muscles and also learninghow
to use the muscles. At first the baby

sits in a slumped position. Later, the baby can sit

motor needs - page 28

158




Section V - Special Needs Modules

with his back fairly straight although he tips over
frequently because he has not learned to use his
muscles well enough to keep his balance. Learn-
ing to walk follows the same kind of pattern. The
muscles grow strong enough to hold the baby up,
but he needs a lot of practice before he can walk
withoutholding onto something. Atabout 1-year
to 1-year and 3 months the child begins to walk.
Climbing skills start to develcp about the same
time as walking skills. Many of the muscles
needed in walking are also needed in

climbing. Hand and arm control are important
areas of motor development. Writing, drawing,
sewing and working with almost any equipment,
requires good hand and arm control. You have
probably watched a baby working to reach a toy.
Itis not easy for him. After baby has learned to
grab something with his hand, he must then learn
how tolet go of it. At first, he will rub the object
against his body trying to pry it out of his hand.
Later he will learn to release his grasp.

Caregivers of older children may wonder what
this has to do with them. All of the basic move-
ments that a human being will ever do, develop in
the first year or so of life. The rest of the time is
spent refining these movements. If a child is
motorically impzired, he will be working on
developing orretining the same skills as an infant
or toddle:. In some cases, the child will need to
adapt or find an alternate skill to make up for one
that he may never develop. For example, it may
be impossible foi a child with a spinal cord injury
to learn to walk. He may work on skills that will
enable him to move from one place toanotherin
a different way such as rolling or wheeling him-
self in a wheelchair.

SENSORY INTEGRATION

Motor development begins with sensory integra-
tion. Caregivers may have heard this area of de-
velopment referred to as perceptual-motor skills.

Sensory integration, simply speaking, is the abil-
ity to take in, sort out and connect messages from
our body and our environment. We do this
throughout our lives. A well organized sensory
system is the basis for the child’s future success
in motor skills, The sensory integration system
includes the following senses:

Tatctile

Tactile refers to touch. 'We have two types of
tactile systems in our body. One is called the
protective system which alerts our body to poten-
tially harmful or dangerous things. This is the
systemthat is working when we accidently touch
ahot burnerand immediately pull our hand away.
The other touch system is the discriminative
system. This gives us the ability to respond to the
stimuli in our environment so that we can learn or
gain information. Through this channel we can
“feel” the difference between Daddy’s rough
beard and Mom’s soft furry coat. Itis necessary
for the-¢e two systems to be balanced and work
together.

Vestibular

The vestibular sense is located within the inner
ear. This sensc responds to body movement
through space, and change in head position. It
automatically integrates sensations from the
movements of one’s eyes, head and body. If this
sense was not fuctioning well, it would beimpos-
sible for a child to look up at the blackboard and
back down at his paper without losing his place.
It would be difficult to walk along a rocky path
without falling, or to balance on one foot long
enough to kick a soccer ball. This same vestibu-
lar sense is central in maintaining muscle

tone, coordinating two sides of the body, and
holding the head upright against gravity. The
vestibular sense can be thoughtof as a foundation
for orientation of the body in relation to sur-
rounding space.
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Proprioception

This gives us an awareness of body position. It
is proprioception that makes it possible for a
person to skillfully guide her/his arm or leg
movements without having to observe every ac-
tion. Proprioception also allows objects such as
pencils, buttons, spoons and combs to be skill-
fully manipulated by the hand.

The other senses include the senses of smell,
taste, vision,and hearing. Many times the tactile,
vestibular and proprioceptive systems are not
addressed buttheir importance tomotor develop-
ment is tremendous.

If a child is having difficulty moving his body,
sensory integration activities should be done.
Such activities can be suggested by the child’s
occupational therapist.

AREAS OF MOTOR DEVELOPMENT
Body Awareness

Body awareness involves knowing the names of
different body parts, what they look like, how
they are used and how they “feel” in different
positions and movements. Children need a good
concept of themselves. This concept grows as
they gain more information about body parts,
their uses, and care.

Gross Motor Skillss

Gross motor skills involve the large muscles of
thebody. These skills include walking, jumping,
hopping, throwing, climbing, kicking, etc.
Developing gross motor skills is an important
part of overall development.

Fine Motor Skills

Fine motor skills involve the small muscles of the
body. These skills include moving your eyes to
track an object, moving your mouth anua tongue
muscles to eat and speak, and using your hands

and fingers to draw, eat, vutton, etc. Helping
young children gain control of their hands is a
very important part of their experiences.

Strength
Strengthening individual muscies helps children
develop new motor skills.

Balance (vestibular)

Balance involves the ahility to resist outside
forces such as gravity. It is used in change of
weight distribution or resistance to someone
pushing you. Standing or sitting up straight
involves balance. Knowing and feeling how
much “push” to give each of our muscles to keep
our balance is a continuous yet unconcious task
for all of us. Young children go through many
growth spurts. Their weight distributions are
always changing. As arms and legs get longer,
they have to re-learn how to keep their balance.

Coordination

Coordination involves groups of muscles work-
ing well together. Most motor activities involve
using many muscles at the same time. To do
motor activities well, the muscles must work
well with each other. The muscles need to know
which ones “push”, when and how much, and
which ones to relax, when and how much. The
more practice we get using muscles together, the
more coordinated we become.

Mastery

Mastery means how automatic a skill has be-
come. Practicing a new motor skill requires
much concentration and thought. A child just
learning how to jump a rope will think very hard
about how he needs to move. After he has
jumped the rope many, many times, he can do it
with very little conscious thought. It has become
automatic. He has mastered the task. Children
who experience inordinate difficulty mastering
new motor skills may have a problem with what
is known as "motor planning", or praxis.
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TYPES OF PROBLEMS AND CAUSES
The child with motor disabilities can show awide
range of strengths and weaknesses. The motor
disability itself can range from mild to severe.
One child may seem a bit more clumsy than his
classmates. Another child may have great diffi-
culty with everyday tasks such as crawling,
walking, reaching, holding an object, chewing,
or moving his mouth and tongue for speaking.
Many motor disabled children have normal intel-
ligence. Others may have learning problems
or other physical disabilities such as impaired
hearing or vision. Whatever the problems, most
motor disabled children can benefit from the in-
tegrated setting. There are many reasons why
moto. disabilties exist. Usually, there was some
damage to the brain, nerves or muscles. Such
damage can occur before, during or after birth.

Pre-natal damage occurs before the child is born.
Possible causes are accidents, diseases, heredity,
drugs used by the mother or malnutrition of the
mother. Many , many times there is NO known
cause.

Some babies develop normally but suffer dam-
age during the birth process. Two of the most
common injuries occurring during birth are an-
oxia and head injury. Anoxia occurs when the
baby does not receive enough oxygen, which is
essential for brain cells. A head injury may occur
if the baby is very large, orthe labor is very long
during delivery.

Damage can also occur after birth. This may
consist of high fevers, disorders such as muscu-
lardystrophy, epilepsy, meningitis, broken blood
vessels, seizures, accidents, burns, abuse, and
exposure to severe cold which causes body pruc-
esses to slow down.

Neurologic impairments also cause motor devel-
opment problems. These are caused by damage
to the brain, spinal cord, cr nerves. Some condi-

tions that involve neurologic impairments in-
clude cerebral palsy, head injury, encephalitis or
meningitis, spina bifida, back or neck injury,
polio, diphtheria, and poisoning. Neurologic
impairments can cause more that just a motor
disability. Intelligence, the senses, and othe: ar-
eas can be affected as well.

Orthopedic impairments can cause motor delays.
These are caused by damage to the bones, joints
and muscles. Some conditions thatinvolve ortho-
pedic impairments include bone diseases, hemo-
philia, dislocation, arthritis, and muscular dys-
trophy. Orthopedic impairments do not usually
result in other physical disabilities. Intelligence,
the senses and other developmental areas are not
usually affected.

POSITIONING

Positioning is used to place the child’s body in
proper alignment while he is engaged in every-
day activities such as eating, sleeping, sitting or
playing with toys. The purpose of positioning is
to prevent permanent muscle or skeletal deformi-
ties, to facilitate the normal developmental se-
quence, and to keep abnormal reflex patterns
from interfering with the child’s ability to func-
tion. Proper positioning will also prevent skin
breakdown and allow adequate circulation in
severely involved children. For these children to
participate in activities and learn, they need to
feel comfortable and well balaniced. The position
of a child in each activity is your initial concern,
so that the child can get involved in the activity.
Examples of questions to ask include:

-Given some physical strengths and weaknesses
of each child, where should the activity occur?

-In what position will each child have maximum
freedom to see what she or he is doing and to
move arms uind legs?
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-How should each child stand? Freely? In a
supported, stationary position?

-How should child sit? In achair? Supporied on
the floor with material onlap or beside the child?
In a wheelchair at a table?

-Should a child lie on one side? Lie on the floor
with a bolster under the chest to free the arms and
hands?

Whatever your decision, make sure that all chil-
dren feel comfortable and well balanced. Other-
wise, they will not be able to concentrate on the
activity. Additional basic positioning techniques
may be found at the end of the module. Also, you
will find equipment suggestions helpful which
may be found in the activity area of this module
and at the end of the module.

IDENTIFICATION AND REFERRAL
Beforereferring the childtoany personoragency,
a caregiver must discuss concerns with the par-
ents or gaurdians. Two handouts that can be used
to identify motor problems are included at the
end of this module.

A caregiver must have permission from the par-
ent to refer a child for assessment.Most families
have afamily doctor, pediatrician, or health clinic
to whom they entrust the medical care of their
children. This may be a place to start. However,
the child may also be scen by aphysical therapist,
occupational therapist, speech therapist, ortho-
pedist and a person trained in special physical
education. Other sources include your local
sckool district or early intervention program

Many times professional or parent associations
can provide assistance. Such organizations may
include your local or state chapter for the Council
for Exceptional Children (CEC), the Easter Seal

Society for Crippled Children and Adults, the
March of Dimes, and the Muscular Dystrophy
Association, and the Division of Services for
Crippled Children.

PROFESSIONALS WHO MAY BE
INVOLVED

Caregivers should be introduced to the fields of
physical and occupational therapy. They should
know that a physical therapist (or PT) focuses
primarily on the gross motor area, especially asit
relates to sitting, standing, and location. An
occupational therapist (or OT) does not prepare
children for jobs. The OT focuses primarily on
fine motor, self-help and adaptive skills, and
sensory integration. Who does exactly what can
be very confusing as there is a great deai of
overlap with the two therapies.

Physical and occupational therapists are usually
a great source of help. They are good at focusing
in on specific advice on problems the caregiver is
having and are very good at suggesting fun ways
tofacilitatedevelopmentina groupsetting. When
a physical or occupational therapist is part of the
child’s program, he/she should be consulted
before activities are suggested for the child. Most
therapists are very willing to check over a list of
adaptive activities for appropriateness for a spe-
cific child. They will often suggest additional
activities or alternate activities which may be
more appropriate for a given chila. Video taping
of therapy sessions is a great way for the care-
giver to keep up to date with what a tnerapist is
doing with a child. The consultant can tape a
therapy session, and then show the tape to the
caregiver at naptime or other convenient time.
The session can be discussed as it is viewed and
the consultant can address any questions. Ses-
sion tapes can also be viewed in the caregiver’s
home and notes taken and discussed with the
consultant or therapist at the next consultation
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meeting or day care visit. This can only be done
if strictconfidential measures are agreed to by the
caregiver,

Cooperation and consultation with OT’s and
PT’s can be facilitated in other ways beside
videotaping. The day care program could pro-
vide release time for a caregiver to attend an
actual therapy session. Ifitisnot possible for the
program to provide a substitute, the consultant
could do this. Another way to facilitate coopera-
tion between therapist and caregiver is for the
therapist to visit the day care setting. At the very
least, a caregiver and therapist can communicate
by phone or through the consultant. The ideal
situation is when all of these methods of coopera-
tion/communication can be facilitated. Depend-
ing on the flexibility of the persons and programs
involved, this may or may not be possible. Some
programs have been able todo this in cases where
it has been needed.

Children with motor impairments are usually
seen by several kinds of physicians. The most
common are pediatricians, neurologists, and
orthopedists. Parents and written reports or
medical records are the primary way we have of
communicating with medical personnel. It is
also possible to communicate by phone if neces-
sary when permission is given by the child’s
parents.

SUGGESTIONS FOR INTEGRATING
THE CHILD WITH MOTOR NEEDS

1. Allow any method for getting around in the
setting (egs. a child might be able to crawl if he
can’t walk).

2. Provide only needed help. Unwanted help or
help that is not needed is no help at all.

3. Make helping the motorically impaired child

a reward for the other children.
4. Use proper lifting techniques.

5. Make sure the room is free of obstructions and
has a clear traffic pattern. .

6. Be careful of loose rugs that the child could
trip on.

7. Adapt materials to be wheelchair accessible if
needed.

9. Carrying things can be a problem for the
motorically impaired child. Provide him with a
bag, basket, or buddy to help carry things.

10. Make sure the child is in a secure position
when seated. Activities are difficult when the
child has to spend all his energy keeping his
sitting balance. The child's trunk should be in
proper alignment and the feet should touch the
floor.

11. Check field trip locations for accessibility.

12. Usealternate game pieces for the motorically
impaired child. Small pieces in games may
hinder the child's participation.

13. Choose activities that are open ended. Ac-
tivities which have a specific product are often
more difficult for the child with special motoric
needs.

14. Allow the non-disabled children to try out
any adaptive equ.pment used by the disabled
child if itis alright with him and the equipment is
sturdy enough.

15. Include dolls with impairments in dramatic
play centers.

16. Include disabled models s part of the cur-

motor needs - page 33

123



Section V - Special Needs Modules

{55 . U

riculum. Encourage visitors who are disabled to
visit the program. Include posters and books that
include people withdisabilities. Be careful about
using "token handicapped people or books". Have
more than one book or one poster that depicts a
person with a disability engaged in meaningful
activity.

SUGGESTIONS FOR TRAINING

General Topics

-identifying children with motor problems

-setting up the environment to encourage imotor
development

-normal motor development

Topics for Caregivers of Children with Motor

Problems

-adaptive equipment

-information on specific disabilities

-positioning and handling

-adanting games and activities to allow ALL
children to practice

-information on adaptive equipment

-lifting techniques

Suggestions for Speakers or Consultants
-occupational and/or physical therapist
-recreational therapist

-adaptive physical education specialist
-parent of a child with motor problems

RESOURCES

The Arthritis Foundation
1212 Avenue of the Americas
New York, New York 10036

Closer Look
Box 1492
Washington, D.C. 20013

The National Lekotek Center
2100 Ridge Avenue
kvanston, IL 60201
708/328-0001

(see also all Nlinois Lekoteks)

Muscnlar Dystrophy Associations of America
810 Seventh Avenue |
New York, New York 10019

The National Foundatio. /March ~f Dines
1275 Mamaroneck Ave.
White Plains, New York 10605

Great Lakes Resource Access Project
University of 1linois

Colonel Wolfe School

403 East Healey

Champaign, Illinois 61820

Spina Bifida Association of America
343 S. Dearborn, Suite 319
Chicago, Illinois 60604

National Association for the Physically
Handicapped

76 Elm Street

London, OH 43140

Muscular Dystrophy Association
810 Seventh Avenue
New York, NY 10019
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SAMPLE RESOURCE SHEET
Age of Child: 0-3

Special Need: Marty is a two year old boy with
a moderate form of cerebral palsy that makes his
muscles weak. Heis the only child in his day care
class that is not able to walk. He is able to pull to
stand and cruise around furniture. He receives
weekly services from a physical and an occupa-
tional therapist.

LF.S.P. Goal: Marty will learn to walk in the
next 6 months.

Objective: Marty will le go of furniture and
stand independently for a few seconds.

Suggestions/Adaptations:
1. Arrange furniture in the classroom to allow
Marty to cruise as many places as possible.

2. When Marty is standing at a toy shelf or other
piece of furniture of similar height, offer him a
tov to encourage him to let go with one hand.

3. Avoid walking Marty around so much that he
tires.

4. Provide Marty with a sturdy “walker wagon”
(if he is ready). Make sure someone is with him
as he is using this piece of equipment if he is not
quite capable of letting go and getting to sitting
easily. Make sure that Marty uses the toy in an
area that is safe for the other children, as other
children could get hurt if he bumps into them. A
good place might be the gym or bike path where
other children are using wheel toys.

5. When going on walks, take a stroller. Let
Marty push it until he tires. Other children can
take turns riding in it. A stroller is less likely to
tip when someoneisinit. When Marty gets tired,
he can ride in it and the other child ~n can take
turns pushing him.
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VERY IMPORTANT!!! Make sure to
consultthe child’s physical and/oroccupational
therapist before implementing suggestions for
a motorically impaired child.

SAMPLE RESOURCE SHEET
Age of Child: 3-5

Special Need: Allison is a four year old girl with
spastic diplegia as a result of an intrauterine
stroke. She is very tight on her left side. She
walks clumsily with a pronounced limp. Allison
has trouble doing activities requiring two hands.
She is mildly mentally retarded.

LE.P. Goal: Allison will spontaneously use her
left hand to assist her right in two-handed activi-
ties.

Objective: Allison will hold down paper while
drawing or scribbling.

Suggestions/Adaptations:

1. If it is too hard for Allison to do this activity
at first, tape the paper to the table so she can
achieve success and participate with the other
children.

2. Provide lots of opportunity for Allison to play
with toys requiring two hands such as pop beads,
duplo blocks, bristle blocks, etc.

3. When playing in sand or water, make sure
Allison uses both hands to explore the medium.
If she doesn’t, try gently nudging her left arm
forward at the shoulder.

i

SAMPLE RESOURCE SHEET
Age of Child: school-age

Special Need: Maria is a nine year old girl with
spina bifida. She walks with leg braces and a
walker and has bowel and bladder control prob-
lems. She has normal intelligence.

LE.P. Goal: Maria will upgrade her means of
mobility from a walker to forearm crutches.

Objective: Maria will use crutches to walk a
distance of ten feet.

Suggestions/Adaptations:

1. When Maria arrives at the door and gets her
coat off, have her walk with the crutches to the
snack table.

2. Allow Mariato continue to use her walker for
long distances (egs. field trips).

3. Encourage Maria to walk short distances (2-
3 feet) with only braces. Have other children
close by in case she falls.

4. Allow the other children (0 examine or try out
Maria’s equipment if she agrees.
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SUSPECT MOTIR SICNS

‘ 1.  Unusually floppy:

-hcad control still poor at 3 or 4 months

-casily slips through arms when picked up

-"frog legs" posture past 4 or 5§ months (legs in side abduction

and flexion at hips)

-gencral lack of moverent compared with other babies the same
age

-very rounded back in sitting position

-cxcessive W-sitting

-no weight on legs past 4 months

2. Unusually stiff or rigid:
-legs "scissor" when picked up
-can't casily bend or separate legs to diaper
-legs tum in, feet look "clubbed” (turned sharply in and down)
-hands fisted past 4 months
-shoulders siiff, one or both arms do not casily come forward for play
-any arching or thrusting backward of neck and spine except when
tantrumming
-arching on back to move
-walk on toes all the time

3.  Asymmetries:
-one hand never involved in activitics, or strong hesitance to use it
(dominance not asually cstablished until >3 ycars)
-"posturing” with one arm to side when moving or working with opposite

arm
‘ -one leg turns in or out dramatically more than other

4. Feeding Problems:
-tongue thrusting with spoon past 6 months
-excessive drooling even when not teething
-constant open mouth posture especially with head back
-delayed chewing--can start to munch up table foods by S or 6 months,
should be moving foods to sides to chew by 9-12 months
-gags or chokes more casily than other kids
-excessively fussy about new food tastes, temperatures, and textures

-drinking with head back

5. Prone Position:
-dislike of prone position for play at 3-6 months

6. Unusual Sitting Positions:

-constant "W", unablc to sit other ways
-sits on sacrum

7. Overly sensitive to touch, movement, sights, or sounds
8. Under reactive to stimulation (including head banging, oblivion to pain)
9. Fluctuation between these states (in 7 and 8)

. 10. Unusually high or low activity level

Q , .(28




11, Extreme impulsiveness

‘ 12, Extreme difficulty adjusting to new situations

13. Excessively clumsy, bumps into things, fails often

14, [Extreme aggressiveness

15. Difficulty figuring out how to do a motor task

Any of the first six categorics may signal a need for a referral for a developmental evaluation team which

includes an occupational or physical therapist. the remaining items (7-15) may also be significant if several
of these signs are present, or if seen in combination with more specific motor signs (1-6).
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BEHAVIORS WHICH MAY INDICATE THE NEED FOR AN
Q OCCUPATIONAL THERAPY REFERRAL

Gross Motor:

-Poor balance, trips or falls often

-Clumsy, bumps into objects or others, knocks things over
Difficulty maneuvering through obstacle course

-Attempts tasks in the same manner rather than try a new method

-Inappropriate posture when writing at desk

-Cannot sit or stand still

-Wraps feet around chair legs, lays on desk while working

-Dislike of ordinary playground or P.E. activities

Fine Motor:
-Poor motor coordination in writing
-Awkward manipulation of pencil, scissors, or small objects
-Difficulty coordinating both hands together
-cannot clap to a rhythm
-cannot caich a ball consistently
. -cannot tic shoes or bution buttons
-cannot skip in aliemating patitern
-Non-dominant hand does not assist with activitics such as not stabilizing
the paper when writing
-Avoids crossing midline in general activities
-Presses too hard when writing, breaks lead often
-Sloppy appearance or work habits

Perceptual/Sensory Integration:

-Seems 10 know what he wants to do , but canno: "get it together”
-Poor organization of tasks

-Difficulty copying from blackboard

-Inability with puzzles that are not difficult for peers

-Cannot draw or malch basic shapes

-Unable to stay or line when writing or tracing

-Problems with spacing

-Dislikes standing in line
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SHOULD MY BABY HAVE A WALKER

Human babies foliow a certain developmental pattern whereby learning head control leads to sitting
balance, learning to sit alone prepares the child for creeping, and learning to creep prepares the child for walking.

Left to his own efforts a child will progress to walking when his body is ready to walk. A number of factors
contribute to walking readiness. Baby's back muscles must be strong enough to keep him upright and balanced
over his !ags and feet. Baby must have developed cerain balancing and protective responses which will
protect him from serious injury during the many falls he will experience as he learns to walk.

Through creeping, Baby must learn 10 use his arms and legs rhythmically and alternately while holding
his head up to see where he is going. The many small bones of Baby's feet are not hard like adult bones
but are cartilage which is firm but flexible like hard rubber. The muscles which support the bones and which
eventually hoid the arches in place must be strong enough to hold the bones in good position when Baby
stands on his feet.

Left to himself. Baby will creep and pull to a standing position. During this period he just stands with his
feetfarly farapant andturned out for better balance. Later he will begin to sidestep while holding onto a suppon.

Baby needs lots of practice in all of the activities — creeping, balancing, standing — which strengthen
his muscles, improve his balance, and lead to strong standing and walking positions. Walkers steal time {from
these essential readiness activities.

In a walker, Baby gets no stable standing practice. Any random leg movements push the walker from
place to piace. Rhythmic patterns of leg movement are not established anc coordinated arm and ieg movemants
fail to devalop as they should.

A child whn can move in a walker before he has balance — and judgement -- can have a real adventure.
Once in motion, ha may not be able to stop, back up, or control the direction of the walker. Pediatricians
report injuries from a tumble downstairs in a wglker are common.

Baby will walk when Baby is ready. A fat, placid baby usually walks later than an active, wiry baby. Some
children walk at 9 or 10 months. Others do not walk until 12 - 14 months. But one thing you can be sure of
— given plenty of opportunities 1o creep. to pull to a standing position, and 1o cruise along supporting furniture,
your Baby will walk when his body and nervous system are developmentally ready for walking. Babies enjoy
walkers — but walkers take imporiant time away from those developmental activities which produce real
walking readiness.

Reprinted by permission of Growing Child/Growing Parent

Dr. Robert Hannemann - Pediatrician

Dr. Minam Bender - Physical Therapist. Ph D.-Special Education
Drs. Joseph & lLaurie Braga - Development Psychoiogists

Dr. George Early - Professor, Special Education

Dr. Liam Grimley - Professor, Educational Psychology

Or. Phil Bach - Optometrist

Sylvia Kottler - Speech Pathologist

Dr. Bill Peterson - Certified Individual/Marnage/Family Counseling

X1335.0368



Colonel Woife Preschool
M. Lesher, OTR

Activities for Improving Sensorimotor Function

A. Body Awareness:

O VOO ULY & WA
L ]

[

Identifying body parts, on self and on other people
Touching one body part to another, on command
Angels-in-the-Snow

Imitation of postures or body movements

The Twister Game

Kenner Sit N'Spin

Sand activities

Finger painting

Merry-Go-Round

Finger plays

B. Balance & Body Control:

OV N
L ]

@ ;
10.
11,
12.

13,
14,
15,

Rolling
Somersaulting
Swinging
Teeter~tottering
Sliding
Pedaling tricycle
Riding scooter
Pulling & pushing wagon
Jumping
Hopping
Climbing
Activities on hands & knees:
Obstacle Course
Treasure FHunt
Animal Walks (duck, bunny, bear, seal, elephant)
Statues
Simple yoga postures -~ for children, not adults

C. Eye~Hand Coordination, Gross

O W o~ Ut W
Y - e

—

Catching & throwing large ball (sitting or kneeling)
Throwing bean bags at a target

Fingerpainting - using large movements of arm
Fisher-Price Basketball

Batting games - using hand or large whiffle bat
Bowling game

Horseshoes or ring toss

Painting with a large brush on an easel

Stirring dough or batter with a nixing spoon

Self-help activities such as opening doovs (turning knob), putting
arms in sleeves, putting on slacks & shoes, washing hands & aras

Institute for Child Behavior and Development, University of Iilinois,
Urbana-Champaign.
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. D, Eys~Hand Conrdinstion, Fine

1. Lincoln Logs

2. Tionkertoys

3. Puzzles

4. Tupperware Ball

5. Playskool Lace Boot

6. 1" Blncks

7. Playskool Post Office

8. Play=-Doh

9. Playskool Take=Apart Jeep
10. Child Guidance Take-Apart Tool Box
11. Playskool Workbench

12, Painting = using a sponge, vegetable prints, or an eye-dropper
13. Sewing Cards

14, Sorting dried beans, peas, etc. & putting them in pop bottles
15. Sorting nuts & bolts

16. Removing & replacing 1ids on empty jars

17. Tearing paper for collages; applying paste with fingers

18. Coloring within 1ines, using large designs with few details
19, Self-help activities such as buttoning, zipping, tying shoes,
fastening hooks & suaps

20, Pisher-price Record Player
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SUGGESTIONS FOR HELPING MOTOR DISABLED CHILDREN

1. Provide many sensory activities.
' Often these children have trouble receiving accurate
sensory information. He needs activities in touching,

feeling, tasting, hearing and seeing.

- seeinq
D. .. heawi nq

'l'ouc}\'mq

2. Provide many body awareness activities.

Motor disabled children often have a poor concept of
their physical image. Since the body is a frame of
‘ reference for many perceptual juagments. body awareness
activities are very important.